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What we may call the modern operation of extra- 
pleural thoracoplasty for selected cases of pulmonary 
tuberculosis dates only from about the year 1908, 
when Sauerbruch, working at the time under Fried- 
rich, in the Marburg clinic, began to establish the 
method which has come to be particularly associated 
with his name. I need not in this place go into the 
historical side of the subject. That has been done 
in papers by Meyer, King and Eloesser, and others. 
Friedrich’s operation contemplated the removal of 
practically the whole bony thorax on the affected 
side. The immediate mortality was so high, close 
on 30%, that it led to a much more modest removal 
of ribs. At present Sauerbruch removes only from 
4 to 8 cm. from the Ist to the 11th ribs, inclusive; 
while others, particularly Bull and Stoecklin, take 
away anywhere from 6 to 16 cm. The operative 
mortality seems to increase with the length of ribs 
resected. On the other hand, of those who survive, 
the proportion of cures would appear to be higher 
the greater the length of ribs excised. 

I need not dwell long upon the technic of the oper- 
ation, but would remind you that it consists in the 
subperiosteal resection of all the ribs from the 1st 
to the 11th in one or two stages. The operation is 
always done posteriorly and the portion removed 
must, if possible, go back under the erector spinae 
muscle close to the articulation of the transverse 
process. Asa result the ribs fall in markedly, and 
also fall downwards, coming to lie much more ver- 
tically than normal. The chest cavity on that side, 
in good cases, is diminished by approximately 50% 
or even more. In this respect the amount of lung 
compression obtained approaches that got by a total 
artificial pneumothorax. Perhaps a more important 
result is that breathing on that side is almost abol- 
ished, and the lung is given rest. These two factors, 
compression and rest, are capable of bringing about 
a most surprising degree of improvement, and even 
“practical cure”. Toxemia, above all, is frequently 
extraordinarily lessened, probably by interference 


oon before the New York Academy of Medicine, December 20, 


ree EBRUARY, 1924 


17 


No. 2 


with lymphatic flow and absorption. Cavities may 
be collapsed and ultimately heal. Fever, cough, 
and sputum gradually disappear, and the general 
sense of well-being is much increased. Such are 
the results in the good cases. 

The factors that should determine the selection 
of cases have been fully discussed in various papers, 
so that I shall be brief concerning that topic. In 
my opinion the evidence of resistance is the prime 
essential, and in this particular the help of the expert 
in tuberculosis is of the greatest importance. He is 
the one who, from his prolonged observation of the 
patient and from wide experience, can best forecast 
the outlook without operation, and the general ten- 
dency towards healing or the contrary—in short the 
resistance of the patient. If resistance is good, as 
evidenced particularly in the development of fibro- 
sis in the affected lung, even though considerable 
destruction in the way of cavities may be present, 
the case is an encouraging one for operation. This 
means that the most favorable cases are the chronic 
ones with general contraction of the affected side 
of the thorax. Of course, the disease must be uni- 
lateral; the other lung must be approximately 
sound, although, indeed, practically all my cases 
have had slight disease in the other lung. It is 
almost impossible to find patients without some little 
trouble in the good side. Fever, rapid pulse, large 
amounts of sputum, numerous bacilli, are not a con- 
traindication; nor is chronic laryngeal] tuberculosis, 
nor even chronic intestinal tuberculosis, if it is defi- 
nitely chronic and not advanced. Hitherto I have 
considered that artificial pneumothorax ought in all 
cases to have been tried and found impossible or 
insufficient ; but I am coming gradually to the opin- 
ion that for a certain proportion of patients it is 
better to do a thoracoplasty at the start, and not 
concern oneself with pneumothorax. Such are 
chiefly those in whom it is going to be difficult to 
secure regular refills; those who have to go back to 
the country to their homes, and whose local doctor 
is unable to carry out the treatment. In addition, 
there are those who have a pneumothorax, partial 
or complete, which is complicated by chronic effu- 
sion in the pleura; such cases sometimes develop a 
pyopneumothorax with mixed infection, which car- 
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ries them off in short order, and a thoracoplasty is 
likely to guard them against such an accident. Tho- 
racoplasty has other advantages over pneumothorax, 
of which I need mention only one—that of the neces- 
sity, as nowadays recognized, of keeping up a pneu- 
mothorax indefinitely. Constant refills, prolonged 
over years and years, become a nuisance, and are 
apt to be neglected. Adhesions then form, the lung 
expands, and reactivation of the disease is apt to 
occur. Thoracoplasty compresses and sets at rest 
once for all. If thoracoplasty were to prove no more 
dangerous to life than pneumothorax it would be 
incomparably preferable. That, however, is hardly 
yet the case, even though the immediate and early 
mortality is surprisingly low. 

A few words may be said concerning anesthesia. 
Sauerbruch from the start advised local anesthesia 
alone, and many others have endeavored to carry out 
this recommendation. It was generally believed that 
the general anesthetics, ether and chloroform, were 
contraindicated for obvious reasons. My own ex- 
perience, in operating upon a large number of tuber- 
culous subjects for abdominal lesions, has shown me 
the inadvisability of ether, inasmuch as serious pul- 
monary complications are apt to arise after its use. 
Chloroform, on the other hand, is, in this country 
at least, practically in the discard. From the begin- 
ning I have used the combination of gas and oxy- 
gen, with novocaine (procaine), and have no reason 
to be dissatisfied with it; rather the contrary. In 
these tuberculous patients, who are always to some 
extent below par, the strain of going through an 
operation such as thoracoplasty under local anes- 
thesia alone is considerable. Whether they actually 
suffer pain or not, they do suffer great mental 
anxiety; and one death, apparently from novocaine 
poisoning, has been reported. I am quite ready to 
admit that in a certain proportion of patients, those 
with phlegmatic dispositions, local anesthesia alone 
may be not only advisable but desirable; but they 
form a minority. I have never used local anesthesia 
alone, and do not wish to be dogmatic in the sense 
of condemnation; but the combination of gas with 
local anesthesia seems to me so nearly ideal that 1 
hesitate to consider anything else, and certainly any- 
thing less. And I notice in a recent publication that 
Sauerbruch himself has gone back to ether in many 
or most of his thoracoplasties. This corresponds 


with a fairly general feeling among those who have 
experience with all methods of anesthesia, that, after 
all, it is best for surgeon and patient alike that the 
patient should be unconscious of the operation going 
on. In Europe they are as yet unfamiliar with the 


advantages of gas-and-oxygen, which explains per- 
haps why Sauerbruch takes up ether. There can be 
no comparison between ether and gas in the mind 
of anyone who has worked with both. 

My practice is to put the patient into position on 
the table, making sure that he is comfortable, with 
a soft pillow under the sound side, and to start the 
gas anesthesia before the wash-up. For the wash-up 
I use McDonald’s solution containing pyxol, fol- 
lowed by alcohol; then novocaine 4%, is used for 
the skin and deep fascia, after which iodine is ap- 
plied and the operation is begun. Upon exposure 
of the ribs 1% novocaine is injected into the inter- 
costal spaces through the edge of the erector spinae 
muscle as far back as possible towards the trans- 
verse process. This is done from the 11th up to the 
6th or 5th space. By the time this is completed anes- 
thesia is sufficient to begin resecting the roth rib. 
The resection of the 11th is left to the last in order 
to leave the diaphragm some support until one is 
ready to apply a firm supporting bandage. The 
anesthetist is trained to keep the patients fairly 
“light,” if possible preserving the cough reflex. 
When the patient is accustomed to bringing up any 
large amount of sputum about a particular time of 
the day, the operation is fixed for a couple of hours 
later and the patient is encouraged to cough up his 
usual amount of sputum and thus empty his lung. 
Morphia, grain 4, is administered three-quarters of 
an hour before operation, and another sixth, togeth- 
er with atropine grain I-150, is given on the 
stretcher. Following operation, for the first twelve 
to twenty-four hours, sufficient morphia is given 
to relieve pain and to give the patient rest. After 
that the patient is encouraged to cough in spite of 
pain, in order to prevent stagnation of sputum, but 
small doses of heroin may be given during the next 
two or three days in order to relieve an irritating 
dry cough, which only exhausts the patient. On 
the whole, I have been disappointed with the effect 
of expectorants. In one case only out of 37 have I 
experienced an acute invasion of the sound lung, 
presumably from aspiration. Post-operative shock 
has been conspicuous by its absence. 

King and Eloesser have recommended alcohol in- 
jections of the intercostal nerves to prevent post- 
operative pain. After trying it in two cases I have 
given it up. Even anatomically the procedure is not 
altogether easy, and it takes up time in an operation 
which one naturally wants to shorten as much as 
possible. The nerve must be injected far back un- 
der the erector spinae; otherwise intact nerve is still 
involved in the scar of healing, and may cause pain. 
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TABULATION OF EIGHT ILLUSTRATIVE CASES. 


Lesion Symptoms Late Results 
n 
0 
Two | 
W.S. lobes. Slight ; — 
27 4yrs 3yrs. |Cavity old apical |2nd-11th |+-+ 8 oz. Sl.}| — | neg. os Cure 
Whole 
lung 
S.R. fibroid Slight; |3rd-1oth oz. 
7yrs. | 6yrs. |Cavity apical |Apicoly |-+-+ 2-40z.| + | — | neg. Cure 
Upper 
two- 
W. H. thirds. Apical ; oz. 
55 |10yrs. |3%2yrs. |Cavitation |old |-++ 402. +] — | neg. Cure 
Whole | 
lung Intest. 
consoli- —{|— — | 18 tbe. 
C.A. dated. neg. mos. |reacti- 
35 3yrs. |2% yrs. |Active Apical |2nd-1oth |-+--++ Yoz. | + (1st 6 mos. p.o.)| p.o. vation 
Whole Apical ; | | 
lung old; Due 
fibroid recent to 
D.McN Cavitation |middle; |2nd-1oth + \6days |apico- 
38 |10yrs. | 3yrs. old base |Apicoly |+-+ 6-80z. | + | ++ ]6-80z. | + |p.o. lysis 
Very 
Whole marked 
K. W. lung Slight; | 12-16 Very improve- 
32 |2%yrs.| 14mo. |Cavitation.|apical Ist-1oth |+++ | oz. ++] little | — |ment 
Whole 
lung 
‘ fibroid Very Almost 
C. P. Cavity frequent |Pro- nil. Practical 
25 |2%yrs.| 13mo. |++ [Clear Ist-11th |hmge fuse | — | — | neg. cure 
Upper 
two- 7 Ac. 
R. F. thirds |Slight ; wks. |tbe. in 
30 2yrs.| gmo. [Cavity scattered |tst-r1th [+++ +! + ]++ |good lung 
GENERAL RESULTS OF STANDARD POSTERIOR OPERATION. 
Over one year Operative Late Cure Greatly Moderately Stationary 
since operation Death Death Improved Improved 
I 7 5 5 a I 
21 Cases Strept. abscess 
Under one year Operative Late Greatly Moderately Too Soon Not Heard 
since operation Death Death Improved Improved to Say From 
16 Cases 2 4 I 5 $ 4 : 
Tbe. pneumonia Typhoid 
on good side. 
Heart failure 
DEATHS ASCRIBABLE TO OPERATION (within first two months). 
No. of | No. of Ca Oper. 
Type of Operation Deaths Cause of Death 
1. Tbe. of good side. 
plasty, including the 5 wi 7 weeks p.o. 
later apicolysis and 4 partial 39 74 3 7-7 4 2. Sepsis, 21st day. 
thoracoplasties 3. Cardiac failure, 12th day. 
A picolysis, a third operation 1. Acute suppur. bronchitis. 
following the Sauerbruch 5 5 2 40 40 Flapping mediastinum. 
post. 2. Grad. cardiac failure. (Old 
desperate cases.) 
ich Flapping mediastinum. Cardiac 
plasty (complete removal o I 2 I 100 50 : 
failure. Edema of lungs. 
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SUMMARY OF CASES TREATED 
Operative 
Deaths 
TOTAL, 47 cases, divided as follows: Cases Early Late 
Sauerbruch thoracoplasty (post-rib re- 


section, top to bottom) ......... 31 2 7 
Partial thoracoplasty (half the ribs, 

pneumo compressing rest of lung) 3 2 
Sauerbruch thoracoplasty, posterior, 

followed by apicolysis .......... 5 2 
Pyopneumothorax cases with acute 

Friedrich total thoracoplasty ........ I I 
Cutting adhesion, to secure total pneu- 


Causes OF DEATH. 
I. DURING HOSPITAL STAY. 

1. Streptococcus abscess under scapula after Ist stage; 
day. In 1913. 

2. Following apicolysis, having previously stood pos- 
terior operation well. Old cases. Extreme fibrosis 

3. and cavitation. 6th and 15th days. Purulent bron- 
chitis. Cardiac failure. 

4. Acute thc. pneumonia of good side, 7 weeks post- 
operative. 

5. Typhoid fever, after good recovery from thoraco- 
plasty. 


II. LATER DEATHS. (All showed initial improvement.) 

6. Pyothorax, developing in partial pneumothorax one 
month post-operative. 

7. 18 months p. o. 

8. 2 years p.o. 

9. 3 years p.o. 


All from progress of disease, 
usually in other lung, or miliary, 
10. 2 years p.o. two with hemorrhages. All ex- 
II. I year p.o. cept one showed improvement at 
12. 3months p.o. first. 


If it is not thoroughly done I believe it may actually 
cause a neuritis, and the patient is left with greater 
and more enduring pain than if it had not been 
done. Such at least was the impression I gained 
from one of the cases. Some have a good deal of 
pain for a few days, or even longer; in a few the 
pain seems to settle down in one particular nerve 
and this may not disappear for several months; but 
in the majority practically all of the pain has disap- 
peared by the end of a fortnight. 

I believe in the two-stage operation, and have only 
once done it in one stage. In this way the operative 
mortality is kept low, decidedly lower than the Euro- 
pean figures. In 39 posterior thoracoplasties, I have 
had only one death due directly to the operation— 
cardiac failure on the 12th day. 

As to results, I propose in this place to discuss 
only the standard operation along the lines laid down 
by Sauerbruch as already described. There are in- 
cluded, however, five cases in which an apicolysis 
was done anteriorly following the posterior opera- 
tion. One phrenicotomy; one cutting of adhesions; 
through an open incision into the pleural cavity ; and 
five cases of acute pyopneumothorax with mixed in- 
fection are not included. Excluding these, the 


total number of cases treated is 37. The accompany- 
ing tables give a résumé of the results regarded 
broadly, but I would like to add a few remarks upon 
particular cases. 

The first patient, referred by Dr. Lawrason 
Brown, of Saranac Lake, and operated upon in 
1912 by the Friedrich plan, involving almost com- 
plete removal of the bony thorax on one side, died 
on the sixth day from paradoxical respiration, flap- 
ping mediastinum and consequent cardiac failure, 
with pulmonary edema. Properly speaking, this 
case should not be included in an estimate of the re- 
sults of the modern operation, as the Friedrich pro- 
cedure has long been abandoned on account of its 
excessive mortality. The second patient, referred 
by Dr. Pratt, of Boston, and operated upon in 1913, 
with removal only of the six lower ribs, died on 
the 21st day, from a streptococcus abscess hidden 
under the scapula. It is the only case of wound 
infection in the series apart from two or three iso- 
lated stitch abscesses. The patient had been sick 
for twenty years, was septic, had high fever, and 
some fifteen needle punctures had been made in the 
attempt to induce artificial pneumothorax. 

Of the five cases in which an apicolysis (peeling 
off the apex of the lung from the attic of the thorax 
through an incision over the second rib in front and 


filling of the cavity thus created with pedicled mus- 


cle flaps from the two pectoral muscles) was done, 
in all following a posterior thoracoplasty, two died. 
Both of these were far advanced with enormous 
fibrosis and very great cavitation. Both had been 
sanatorium cases for ten years. Both had stood the 
posterior operation quite well but had remained un- 
improved, or insufficiently improved. One died six 
days after operation from acute purulent bronchitis 
on the sound side, and the other fifteen days after 
operation from a gradually failing heart. I have 
come to the conclusion that in patients with such ex- 
tensive cavitation in both lobes as these had, the pos- 
terior’ operation may be given a trial with reason- 
able safety; but that if this should fail it is inad- 
visable to do anything further. 

The late deaths, which occurred from two months 
to three years after operation, were all from the 
extension of disease in the other lung and other parts 
of the body. One patient died two years after oper- 
ation from severe hemorrhage, after considerable 
improvement for eighteen months. Another died 
after a thoracoplasty over the lower half of the 
thorax, the upper lobe being compressed by an upper 
half pneumothorax, from perforation into this pneu- 
mothorax, and an acute mixed infection pyothorax. 


SC 
di 

ti 

a 

e 

q 
ti 

S 
| 

a 
we 

fre 

; a 
pr 
fr 

At 
dis 

| Ca 
ma 

cu 

ha 

I2 

the 

35 
ope 

con 
bec: 

the 

ad 

I 

tio 
me 

Itr 

can 

tho 


Vor. XXXVIII, No. 2 


LILIENTHAL—PULMONARY TUBERCULOSIS. 


AMERICAN 21 
JOURNAL OF SURGERY 


He had been greatly improved by the thoracoplasty 
during the first month and bade fair to be a good 
result. Another case died of typhoid in the eighth 
week (contracted in the hospital) after coming splen- 
didly through a two-stage thoracoplasty, with nor- 
mal temperature for a week after the second stage. 
Another patient, operated upon in Albuquerque, 
New Mexico, with removal:of the 11th to the 5th 
ribs inclusive, died on the 12th day, apparently from 
failing heart, in my absence. The only other early 
death ascribable to the operation was the one already 
mentioned in which, at the seventh week, after the 
first stage, and the fourth week after the second 
stage, an acute pneumonic phthisis developed in the 
sound lung. 

The term “much improved” means a very marked 
diminution in cough, sputum, and bacilli, the aboli- 
tion of fever, a decided lessening of the pulse rate, 
and such an improvement in general well-being as to 
enable the patient to go about freely and enjoy the 
quiet pleasures of life, though still obliged to con- 
tinue a modified “cure”. “Practical cure”, adopting 
Sauerbruch’s definition, means a complete, or almost 
complete, disappearance of cough and sputum, the 
absence of bacilli in several examinations, general 
well-being, and the ability to work for at least a 
good part of the day, the whole lasting over a year 
from the date of operation. One does not include 
under this heading any case operated upon less than 
a year before, and of the five cases set down as 
practical cures the time elapsed since operation runs 
from eighteen months to a little over four years. 
Any one who is familiar with the nature of this 
disease, will hesitate ever to use the word “cure”. 
Cases of apparent cure may relapse, even after 
many years. And the early enthusiastic hopes of 
cure from artificial pneumothorax, for instance, 
have sobered down with the lapse of time to a bare 
I2 or 13 percent. (Minor, Ringer.) Nevertheless, 
the European figures concerning thoracoplasty re- 
port percentages of “practical cure” running from 
35 to 40 and lasting from one to eight years after 
operation. That is surely good enough, when one 
considers that the patients operated upon are chosen 
because all other forms of treatment have come to 
the limit of their usefulness, and because they face 
a desperate future. 

In conclusion, it seems fair to say that this opera- 
tion has won for itself an assured place in the treat- 
ment of selected cases of pulmonary tuberculosis. 
It represents a very real landmark of progress. It 
can not be doubted that there are at this moment 
thousands of cases in this country who might be 


enormously benefitted by operation. Those in 
charge of sanatoria throughout the country are 
rapidly appreciating its value and already know the 
type of case best suited for the operation. It re- 
mains for the general practitioner, in whose care 
sO Many consumptives necessarily remain, to study 
this aspect of the therapeutic problem, and to take 
the necessary steps towards consultation with the 
qualified internist and, it must be added, with the 
qualified surgeon. 


THE SELECTION OF PATIENTS AND OF 
OPERATION IN THE SURGICAL TREAT- 
MENT OF PULMONARY TUBERCULOSIS. 
Howarp LintENTHAL, M.D., F.A.CS., 
New York Ciry. 


(Concluded from the January issue) 

Three abstracts of case histories follow. Each il- 
lustrates a different form of disease and its opera- 
tive treatment. A more complete report of my ex- 
perience will appear in a later contribution. 


Case I. Left pulmonary tuberculosis; right lung little if 
at all affected. 

Dr. Waters of the Loomis Sanatorium referred to me a 
woman, Miss F. B., 30 years old, who had been ill to her 
knowledge for more than a year. Judging by the lung 
condition, however, her disease must have been very much 
older, for the entire left lung was densely infiltrated and 
contained numerous small cavities. The right appeared 
clear. There had been constant fever, with cough and 
copious expectoration of bacilli-laden sputum. A number 
of hemoptyses made the case still more alarming. Probably 
because of careful sanatorium treatment her general nutri- 
tion had not suffered. The prognosis was poor, judging by 
the progress of the case, and the advisability of inducing 
pneumothorax was doubtful on account of the infiltrated 
condition of the lung. When she entered the ward at Mt. 
Sinai Hospital on March 31, 1923, after a long journey by 
rail and automobile, her temperature was 103° and her blood 
pressure 120 systolic. Within the following two days the 
thermometer registered a daily maximum of I01°. 

April 2nd, digitalization was begun and continued for 24 
hours when the first stage of thoracoplasty by multiple 
paravertebral rib section (Sauerbruch) was performed in 
local anesthesia. An incision was made from the third in- 
terspace parallel with the spine and about 1% inches away 
from it down to the ninth rib, upon which it was carried 
forward to the anterior axillary line. The eighth rib was 
resected subperiosteally for about three inches, then taking 
away more bone almost to the vertebra. The seventh, 
sixth and fifth ribs were similarly resected in the order 
named. The patient had expressed herself as free from 
pain, and suggested continuing the operation, so the ninth 
and tenth ribs were also taken. The thin, apparently normal 
pleura at this low level was clearly exposed and the lung 
was seen, free from adhesion and gliding smoothly beneath. 
After careful hemostasis, the wound was closed by inter- 
rupted muscle and fascial sutures. The skin wound was 
packed with a thin strip of iodoformized gauze. 

Following this procedure there was no vestige of shock 
and the maximum temperature on the following day was 
but 101.5°. Recovery was quick and exactly one week later. 
I finished the operation, using nitrous oxid and oxygen as 
the anesthetic, mainly because I could work more expediti- 
ously with the patient narcotized. The fourth, third, second 
and first ribs were now resected, removing about one inch 
from the uppermost and graded sections from the others. 
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The wound was closed in the same manner as at the first 
operation, but with a thin gauze additional packing in the 
upper end down to the first rib. There was immediate drop- 
ping of the shoulder, and as a result of the completed thor- 


acoplasty, good collapse of the chest, but not as much as I, 


had secured in other cases, probably because of the dense 
infiltration of the lung. (figure 1.) 

‘Lwo weeks later, tne note was made that cough had al- 

most disappeared and that the tew cubic centimeters of 
glairy sputum contained no tubercle bacilli. ‘Lhere were 
other corroborating examinations. It is admitted, however, 
that this negative sputum finding may not be permanent. 
The patients temperature was normal and she was out ot 
bed. it was noted on fluoroscopy that the diaphragm moved 
pretty ireely, and 1 therefore resected the phrenic nerve in 
the neck on May 2nd in local aneschesia.* A 1ew days 
later the lett dome was at least 1% inches higher than the 
right and was immobile. (figure 2.) It will be remembered 
tnat normally the right is an inch or two higher tnan the 
lett, so the actual gain was about 3 inches. About six weens 
atter the first operation, this patient was discharged trom 
the hospital and placed under the care of her pnysician. 
Her general condition was excellent, the temperature nor- 
mal. She coughed two or three times a day, the very 
scanty sputum veing still free irom tubercle bacilli. The 
prognosis in the absence of complicating disease appears 
good. 
This superficial history is that of a typical case in which 
a wise selection of the subject to be uperated upon was 
tollowed by a gratitying improvement. It is aitogettier too 
early to predict the final outcome with any degree or: cer- 
tainty, but the patient will doubtless receive increasing bene- 
fit trom the fixation of the diseased hemithorax, and there 
may even be a compiete arrest of the process. At any rate, 
Miss F. B., trom having been an invalid, running constant 
tever, and absolutely unfit for any work, no matter how 
light, was within a few weeks running a normal temperature 
in spite of her being out of bed and living under conditions 
approaching the normal. 

In a letter received from her in November, 1923, only 
about six months after the final stage of the operation, she 
tells me that she feels well and that she is working as a 
dressmaker. 

Case II. Mixed pyopneumothorax complicating artificial 
pneumothorax for tuberculosis of left lung. 

In the latter part of November, 1921, Mrs. M. C., age 32, 
was referred to me by Dr. Bertram Waters of the Loomis 
Sanatorium, where she had been treated for more than a 
year. There had been fatigue, cough and expectoration, the 
sputum containing tubercle bacilli. The usual night sweats 
with loss of weight was noted, and there was slight hoarse- 
ness. There was also a suspicion of tuberculosis oi the 
abdominal viscera. The report from Loomis Sanatorium as 
to the pulmonary condition was “slight infiltration of the 
upper part of the right upper lobe and extensive and appar- 
ently more recent infiltration of the left upper lobe with 
multiple cavitation.” Failing to react to the usual treatment, 
and the fever continuing, gradual compression of the left 
lung by induced pneumothorax was begun December oth. 
There was immediate improvement and refills were made 
every 10 to 14 days. A fluid exudate formed in the left 
pleura, which bacteriological tests proved to be due to a 
tuberculous pleurisy. Nine months after the beginning of 
the pneumothorax treatment there were signs of mixed in- 
fection, and cultures showed the presence of staphylococci. 
The, pyogenic organisms disappeared under gentian violet 
irrigations of the pleura by means of the needle, but instead 
of improving the patient rapidly lost ground. The tem- 
perature ran to 104°, and the purulent effusion recurred 
quickly after emptying and irrigating the chest. In spite 
of continued high fever, there was comparatively little loss 
of weight. Dr. Waters wrote that he was considerably con- 
cerned over what he regarded as a tuberculous infiltration 
of the laryngeal structures without ulceration and by rather 
persistent gastro-intestinal symptoms very suggestive of a 


*This is usually the first step instead of the last. 


tuberculous colitis. The two latter conditions had not pro- 
gressed, however, and appeared to be improving under treat- 
ment. 

Mrs. C. entered the private pavilion of Mt. Sinai Hos- 
pital on November 29, 1921. Examunation of that aspirated 
fluid showed only tuvercie bacilli, but the patient was rapid- 
ly losing ground, and Dr. James A. Miller, who saw her 
in consultation, believed that surgical drainage was detinie- 
ly indicated. (figure 3.) I operated on November 30th, 
using local anesthesia and resecting a piece of the eighth 
rib about two inches in length, together with its periosteum. 
A little less than an inch of very thick, tough pleura was 
also cut away. Under Carrel-Dakin treatment there was 
rapid improvement, with recession of temperature and great 
diminution ot the discharge. ihe cavity remained very 
large, however, the lung, to our gratification, not expanding. 
in order to reduce the size of this enormous cavity 1 operat- 
ed on January 9, 1922, in general anesthesia, resecting the 
first eight ribs through a paravertebral incision, the entire 
operation being performed in one stage. There was im- 
mediate and great reduction in the size of the suppurating 
cavity. Before operation the blood pressure had been 105- 
56 in spite ot twenty-iour hours ot digitalization. immeui- 
ately betore the procedure, adrenalin in oil, I-1000, was 
given in a dose ot 1 cc. Dr. H. R. Miller, of New York, 
had found experimentally that by this method of adminis- 
tering the drug its action was maintained tor from two to 
four hours, atter which the dose was to be repeated. Sod- 
ium citrate, 30 c.c. of a 30% solution, was injected into the 
buttocks by the method of Neuhof and Hirshfeld in order 
to reduce the clotting time of the blood. 

The technic of the operation was that described in Case I. 
The pulse rate betore anesthesia was 96 to 120, and immedi- 
ately aiterward it had risen to 130, gradually falling in seven 
hours to 110. ‘lLhere was no shock. In spite of the prox- 
imity of the tuberculous wound, no infection took place and 
the patient made a good convalescence. A few weexs after 
the operation a transfusion of 500 c.c. of whole blood was 
made by Dr. Ottenberg, merely to hasten general improve- 
ment, not as an emergency measure. Within six weeks from 
the date of the thoracoplasty there was a gain oi nine 
pounds in weight and the patient’s general condition had 
very greatly improved. No cough. Maximum temperature 
about 100° (rectal). The thoracic fistula discharged so little 
that it was dressed but once in two days. The main thoraco- 
plasty wound was soundly healed. With very slight changes 
trom day to day there was general and great improvement. 
‘Lhe lung remained firmly contracted. The pleural capacity 
was only about 2% ounces. 

From this time on Mrs. C. has led a fairly normal lite, 
though she feels that she must keep a sharp watch upon 
herself, and the region of the sinus shows occasionai! irrita- 
tion. An #-ray examination November 15, 1922, by Dr. 
Jaches showed that there was little motion of the diaphragm 
and complete fixation of the lung so phrenicotomy could do 
little if any good. This patient, however, had an open tub- 
erculous pleurisy, an extremely difficult condition to heal, 
although the sinus has shown such a tendency to close that 
a tube of very small caliber is worn to preserve patency. 
(figure 4.) ‘the small dressings are changed daily by the 
patient’s mother. Still, the disease is tuberculosis, and a 
careful watch will be necessary for years. The prognosis, 
however, is greatly changed from what it was before the 
surgical precedures. We have a happy, useful woman, in- 
stead of the nervous and despondent one who went to the 
operating table. (figures 5 and 6.) 

Merely to demonstrate a particularly satisfactory chest 
collapse, the reader is referred to figure 7. The patient is 
living and greatly improved, although still presenting signs 
of disease, remotely if at all connected with her tuberculosis. 

Case III. Bilateral pulmonary tuberculosis. Large cavity 
in left apex. 

Mrs. T. D., age 21, had been a patient of Dr. Minor and 
Dr. Ringer of Asheville, and entered the private pavilion 
of the Flower Hospital, New York, July 18, 1921. In Sep- 
tember, 1919, there began the classical signs of a rather 
slowly developing tuberculosis, and about three months later 
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the patient was first observed by Dr. Minor and Dr. Ringer. 
There were weakness, dyspnea, night sweats and cough, 
producing about six ounces of non-putrid sputum in 24 
hours. lor the six weeks previous to her arrival in Ashe- 
rille, there had been fever and her voice had become husky. 
Under treatment there was no great improvement and slight 
fever was constantly present. There were manifest signs 
of active tuberculosis of both lungs, more clearly discerni- 
ble on the left side. Here, in spite of treatment, a cavity 
of large size developed at the apex. Artificial pneumothorax 
was induced, but with little improvement, and finally with 
a lighting up of the process in the better lung. At last her 
case reached a state of stagnation, when her advisers believed 
that surgery might be of benefit. At my first examination 
I found a very well-nourished woman, but pale and some- 
what cyanotic. After her journey, her temperature was 
1o1° and her respirations 24. The pulse was of good quality 
and not very: rapid. Roentgenographic examination showed 
an area reaching from the apex to the third interspace an- 
teriorly, which looked like a pneumothorax, but from its 
development, which had been carefully watched, it was diag- 
nosed as a cavitation in the lung. (figure 8.) There was no 
fluid level in any position. The reading was confirmed by 
Dr. Jaches. The remainder of the left lung was generally 
diseased and showed a series of opacities, representing old 
lesions of lungs and pleura. 
present in the right lung, but there was satisfactory aera- 
tion. (figure 8.) 

The question as to the best type of operation developed 
the following points: We were dealing with a bilateral 
tuberculosis, the left lung being so far diseased that fibrosis 
with almost total loss of function would be regarded as a 
favorable outcome were it not for the enormous cavity 
which would in any case persist. ‘This space was so large 
that no ordinary thoracoplastic operation could obliterate it. 
I believed that this obliteration, however, was the most 
necessary factor looking toward the arrest of the disease, 
for leaving it as it was meant absorption and a profuse dis- 
charge through the mouth. The patient was fat and could 
well afford to lose enough adipose tissue from her abdomen 
to fill the space. Even if a thoracoplastic compression were 
made there would be danger of interfering with the per- 
fect drainage of the cavity and an apicolysis or extrapleural 
obliterating operation would then be required. Therefore, 
I determined to make a fat implantation and this was done 
on July 20, 1921. Dr. Branower administered the nitrous 
oxid-oxygen and ether and Dr. Harold Neuhof assisted me. 

Operation: I made a seven inch incision beginning near 
the insertion of the pectoralis major, parallel with the edge 
of this muscle. The pectoralis major was then divided in 
the midclavicular line and the minor near its insertion. 
Through the exposure thus made about three inches of the 
third rib were excised subperiosteally. By careful manipula- 
tion with the fingers the entire parietal part of the apex 
containing the cavity was freed from the chest wali without 
entering the pleura at any point, the mesial portion being 
mobilized as well. A cavity outside the pleura was thus 
formed, fully as large as the fist of a man and into this 
hollow I crowded a mass of fat as large as a baseball. This 
had been removed from the patient’s lower abdomen by Dr. 
Neuhof, who, while I was operating upon the chest, made a 
transverse crescentic incision below and half embracing the 
umbilicus and dissected out the underlying panniculus in a 
single mass. The implant was held in place by a grating of 
chrom‘cized catgut stitches over which the muscles and skin 
were sutured without drainage. Al!l the fat healed soundly 
in place in spite of a little superficial infection in the axilla. 
Except for a small area of skin necrosis the abdominal 
wound gave no trouble. 


No shock followed this procedure, but there was a rise of 
temperature to 104°, and I feared that we had lighted up 
the tuberculosis. In five days the temperature was down 
to a maximum of 101°, and thereafter convalescence was 
uneventful. The patient went home in a few weeks and for 
a time improvement was interrupted by intestinal disturb- 
ances which, however, finally cleared. Her last report, two 
years after the operation, is most encouraging. She was 
better than at any time since the beginning of her illness; 


Diffuse opacities were also , 


leading a fairly normal life, but still watching the tuber- 


culosis and underging modified “cure”. She has taken on 
a great deal of fat; cough, fever and expectoration have dis- 
appeared. There is still, however, weakness, which is hard- 
ly to be avoided in the inactive existence of a tuberculous 
patient. 

A recent communication from Mrs. D., two years and 
four months following the operation, is to the effect that 
she is active, leading an almost normal life, and that she 
feels better than she has felt tor years. Unfortunately, 
the patient lives in a small town in the South, far from 
proper photographic and +z-ray facilities so I can not 
show her final picture. 

The x-ray appearances of the apical portion of the left 
chest are not strikingly different from those before opera- 
tion because the fat is radiotransparent. A small par- 
ticularly bright area shows where the rib had been re- 
sected. (figure 9. ) 

Although this case is not one of those in which a sud- 
den and brilliant arrest could be accomplished, yet we 
have gained much and should the left lung ever show 
signs of active tuberculosis, we could perform an opera- 
tion for the thoracoplastic compression of the lower 
chest with very little danger and with every encourage- 
ment that a complete arrest would follow the cessation 
of respiratory motion. 

These three cases have been selected for report 


because each typifies a well-marked variety of tuber- 
culous pulmonary lesion and the methods of choos- 
ing the operative procedure. Merging with these 
types there is a multitude of gradations, as in all 
other classifications in surgery and medicine. There 
are those complicated by bronchial fistulae, by saccu- 
lated empyema, by mediastinal conditions, and so on 
in infinite variety. No two cases can be exactly 
alike. The selection of one or another for surgical 
operation should form the subject of consultation be- 
tween the phthisiologist, the patient’s family physi- 
cian, if in these days he is fortunate enough to pos- 
sess one, and the surgeon. When the case has been 
finally assigned for the surgical treatment the exact 
type of operation should be discussed, but the final 
choice left to the surgeon. It will take years of ex- 
perience and of sharp discussion to place the matter 
upon a sound and scientific basis. Tuberculosis of 
the lungs being so common, however, I feel certain 
that this new light upon its treatment will rapidly 
gain in brilliancy. 

52 East 82ND STREET. 


INTRA- AND RETROPERITONEAL INFECTIONS. 
In the infections of free peritoneum, the strug- 


gle is fierce, dramatic and boisterous; the deci- 
sion is prompt. In a retroperitoneal infection the 
struggle is mild, the decision tardy. A sub- 
phrenic abscess is shy and concealed; an acute 
appendiceal abscess is bold and obvious. Con- 
tamination of the peritoneum progresses by 
bounds to infection; contamination of the retro- 
peritoneal area progresses but slowly to infec- 


tion.—GEoRGE W. CrILE in The American Journal 
of Obstetrics and Gynecology. 
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Fesruary, 1924 


THE SEQUEL TO DISABLEMENT 


Joun Farigs, Ph.D., 

Director, Institute for Crippled and Disabled Men; 
Instructor in Prosthetics and Industrial Rehabili- 
tation, Post-Graduate Hospital and Medical School, 
New York. 

Every physician knows a dozen of the sequels 
of physical disablement — discouragement, de- 
spondency, down-heartedness, depression, depen- 
dency, and a half-a-dozen more “de”s. But does 
he know all about the “re’’s, beginning with re- 
covery and ending with re-habilitation? 

Recovery is the main concern of the physician, 
while rehabilitation falls to the layman. The 
first chapter in a man’s disablement ends when 
the record clerk at the hospital writes “dis- 
charged, cured.” The next chapter deals with 
the man’s struggle to return to a life of self- 
supporting activity despite the loss of a leg or 
an arm, an ankylosed elbow, a maimed hand. 
Perhaps an outline of that “next chapter” will 
be of interest to the surgeon who has helped his 
patient through the first, for a knowledge of the 
possibilities which the industrial world holds for 
the man with a physical handicap may influence 
his practice to some degree. 

Prior to the World War the man who fell by 
the industrial roadside through the impairment 
of his physical parts or powers was left pretty 
much to his own devices; and his own devices, 
plus his discouraging experiences, very often 
brought him to the level of the street beggar. 
Society “passed by on the other side,” or 
dropped nickels into his hat. To-day thirty- 
eight states have some machinery for helping 
the man “disabled in industry or otherwise,” for 
we have awakened to a tardy recognition of the 
fact that more men are permanently disabled in 
the industries of the United States every year 
than were disabled in our military operations 
during the worst year of the war. Ere long the 
nation will have behind it the industrial rehabili- 
tation of our wounded soldiers and sailors, but 
the long, continuing job will be to make effective 
workmen of our crippled children and to restore 
to a work status those who have been thrown 
out of employment by accident or disease. 

Now that we have come to realize how much 
more valuable a cripple is as a workman than as 
a bench-warmer, we are re-analyzing our factory 
jobs with a view to discovering at what the man 
with a physical abridgment can be useful. Now 
that our industrial processes have become so 
simplified that a man may sit all day beside a 


conveyor-belt and slip washers over bolts as 
they pass by, where is our justification for main- 
taining in costly idleness men who can be utilized 
to do something not requiring their complete 
physical equipment? 

A lad can dangle a pair of paralyzed legs 
under a jeweler’s bench as well as a pair of nor- 
mal ones. A man with a makeshift of a left 
hand can weld by the oxy-acetylene process as 
well as the next fellow. A man with only a left 
arm can retouch negatives. This is not rhetoric 
—it is cold common sense, for we have trained 
men for all these things, and others, at the In- 
stitute for Crippled and Disabled Men. 


Ah! There it is—“trained them.” That means 
a lot. Trained them when they thought their 
batting was over and that they had been ordered 
to the bench to stay. Yes, and we have seen 
them go to the bat again with a smile on their 
faces because of restored confidence, because of 
the development of latent powers, because of a 
never-say-die spirit that has been reborn within 
them. We know men who are making better 
wages today than before their disablement, be- 
cause they are better men, more skilled, more 
purposeful. They are what they are today be- 
cause someone cared, because someone took the 
trouble. The day of neglect of the cripple, or 
a dole of alms, is past. Scientific rehabilitation 
must follow the utmost that medical science can 
do for the injured man. 


The choice of suitable means to accomplish 
the rehabilitation of a handicapped man must be 
made in the light of the attendant circumstances 
in each individual case. Not every man can af- 
ford the time for training, not all are trainable. 
While training is the bridge that will land them 
on the highest ground, it may be too long for 
them to travel and they may have to be ferried 
across the stream of unemployment. Some will 
then climb to more solid ground and others will 
mush around as casuals. The ordinary commer- 
cial bureau will not bother with cripples and if 
it would, its fees would be burdensome. So the 
Institute has its special free employment bureau 
which is always scouting for new jobs for those 
physically handicapped. It is constantly adding 
to its clientele of employers who turn to it reg- 
ularly when in need of help. Why? Not because 
the men furnished work for less; they receive 
the current wage. But because they are often 
found to be steady and reliable workmen. The 
labor turnover is less in their case because they 
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cannot afford to throw up a job for a whim. In 
slack times it often happens that the handicapped 
workman is one of the last to be laid off. There’s 
a reason—and it is not soft-heartedness. 

There will always be a certain number of crip- 
pled and disabled persons who are unemployable 
under existing industrial conditions, men who are 
home-bound or who are so badly handicapped 
that they cannot compete on anything like equal 
terms with their normal fellows. For such there 
are two possibilities—either some more or less 
remunerative work at home or employment un- 
der favorable conditions in a sheltered workshop. 

For the homebound the Institute approves of 
home work furnished and paid for by manufac- 


Ex-soldier with partial hand learning oxy-acetylene welding at the 
Institute for Crippled and Disabled Men. 


turers giving out home work, rather than the 
production of articles that must be sold on a 
charitable plea. Its department of home indus- 
try makes the contact between the factory and 
the home and, when necessary, gives to the home 
worker the required instruction in the process. 
In this way hands that would otherwise be idle 
are employed in remunerative work to the moral 
advantage of the worker and the financial bet- 
terment of the home. 

The details of a curative workshop in which 
those who are temporarily unemployable because 
of some physical disability, and who can earn 
something while taking occupational therapy, is 
being worked out by the New York Occupation- 
al Therapy Society. Plans must also be made 
for the employment in a sheltered workshop of 


those who can never enter into competitive 
trades, but must be given the opportunity to 
work for wages under favorable conditions. 
Man was intended not to be a vegetable but 
to move freely from place to place. If he has 
lost a leg—or even two legs—he must be fur- 
nished with a substitute or he is in danger of 
becoming a vegetable. In its work of supplying 
artificial limbs the Institute, and all other artifi- 
cial limb-makers, would be greatly aided if the 
surgeon could be guided in his survey by a 
knowledge of the kind of a stump to which a 
prothesis can be attached to the best advantage. 
After heart-breaking attempts to fit a trouble- 
some stump, it has happened again and again 
that a patient has had to be advised to seek a 


Class of one-armed veterans taking photo-retouching lessons at the 
Institute for Crippled and Disabled Men. 


reoperation to obtain the kind of stump needed 


for the attachment of a prothesis. The point of 
choice for an amputation will depend very large- 
ly upon the surgeon’s knowledge of the require- 
ments of the maker of artificial limbs. 

Likewise, a knowledge of the industrial possi- 
bilities open to the maimed man will influence 
the surgeon operating upon an injured hand to 
leave him with a mechanical aid devoid of super- 
fluities that will be a hindrance, rather than a 
help, when he is ready to again seek employment. 
The rehabilitationist must take the cripple “as 
is’ and make plans for his restoration to the 
work status as best he may. The way may be 
strewn with stones because of ill-advised sur- 
gery which would have been avoided had the sur- 
geon known more about the requirements of the 
limb-maker and the possibilities of employment 
that lie before the maimed man. 
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Fesrvary, 1924 


A METHOD FOR THE TREATMENT OF 
ACUTE ABSCESS. 


JoserH B. Stensuck, M.D., 
New York City. 


One absolute rule in the treatment of acute abscess 
is that it should be evacuated and drained thorough- 
ly. The favorite method of drainage is with rubber 
tubes, or with gauze smeared with ointment, which 
drainage is continued until the discharge becomes 
scanty and serous. This is, essentially, the method 
fhat almost all surgeons follow in treating what is 
probably the commonest minor surgical disease. 
Even after incision and complete evacuation of gross 
pus, it is the usual experience to see pus continuous- 
ly exuded for days and even weeks afterwards. 
This is due to the breaking down of, and casting 
off of detritus from, the wall that separates the ab- 
scess from healthy tissue, thus producing a dirty 
wound that requires frequent dressings for a some- 
times long period. It is, however, to be expected 
because of the pathological nature of the wall of the 
abscess, which is composed of a dense fibrinous net- 
work containing phagocytic cells and dead tissue 
cells and leucocytes. 

The method of treatment I have used and here 
recommend is applicable to those abscesses in which 
an incision may be made smaller than the diameter 
of the abscess, or those that are deeper than wide, 
allowing thereby sufficient purchase for retaining the 
gauze packing in place ‘under pressure. After in- 
cision of the abscess either iodoformized or plain 
gauze is packed into the cavity, not as is usually 
taught, loosely, but as much and with as firm pres- 
sure as possible. Indeed, the gauze should be 
packed so tight that the part fairly bulges from the 
pressure exerted. Jt is this packing of the abscess 
cavity under pressure so great that the tension with- 
in it is even greater than when it contained pus that 
makes this method differ from the standard method. 
The introduction of the packing may be painful if 
the patient is not anesthetized, but the tension, after 
the operation, is not painful. A wet compress of 
sterile water, saline- or boric acid solution is placed 
over the affected area, is kept wet, and is removed 
only after 48 hours. It has been my experience on 
removing the gauze packing after this period to find 
regularly a red granulating lining exposed in the ab- 
scess cavity, which thenceforth produces no pus and 
requires no further treatment other than superficial 
dressings continued long enough to allow the cavity 
to be obliterated. 

By this method of treatment, the temporary wall 
between the abscess cavity and normal tissue has 


been removed at one stroke, obviating a lengthy 
convalescence due to continued purulent drainage. 
The method has been particularly applicable, in my 
experience, to acute ischiorectal and acute breast 
abscesses, because of their size and shape, and is less 
useful in the superficial abscesses such as occur in 
the lymph nodes. It is also not recommended in 
those cases in which pressure, by action on a blood- 
vessel or by bursting into a serous cavity, might 
produce harm. 


POST-OPERATIVE CARE OF RECTAL 
CASES. 
CuHartes J. Drueck, M.D., 


Professor of Rectal Diseases, Post-Graduate Hospital and 
Medical School. 
CHICAGO. 


The post-operative care of the patient is greatly 
simplified by the proper pre-operative preparation. 
To combat shock, collapse and pain, and the imme- 
diate requirements; to prevent pneumonia, periton- 
itis, adhesions, wound infection and other complica- 
tions are also matters of importance. Rational and 
physiologic means prove wonderfully effectual in 
meeting all these indications. 

The crowning achievement of scientific medicine 
is prophylaxis and there is no branch of medicine 
in which preventive medicine may be more success- 
fully and more appropriately employed than in sur- 
gery. This is especially true with reference to 
shock. 

All operations occasion more or less physical and 
psychic trauma, varying in intensity according to 
the vitality of the patient, the loss of blood and the 
character of the operation. 

PREVENTION OF SHOCK. The measures 
upon which I rely for the prevention of shock are 
the following: 

(1) Saturation of the tissues with water by 
copious drinking, and, if necesary, the use of retain- 
ing enemas for a few days prior to the operation 
and the morning of the operation. 

(2) The employment of a skilled anesthetist who 
carefully watches the patient. 

(3) Small wounds, delicate handling of the tis- 
sues and as great celerity as possible in operating. 

The patient’s bed should be prepared with a broad 
rubber sheet under the linen draw sheet on which 
he lies, and a light weight blanket between the 
patient and the upper sheet to be removed after he 
has reacted. As soon as the patient arrives at his 
room, he is placed at once in a warm pack which 
should extend from his feet to the hips or even to 
the shoulder's. This electric blanket measures four 
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feet by six feet and is so constructed that it is as 
flexible as an ordinary bed comfort. The automatic 
controlling device insures any desired degree of 
heat. The blanket can be attached to an electric 
light socket. 

The electric radiator oven by which the heat of 
incandescent lamps may be utilized, is also a good 
heating measure. These are so constructed as to be 
variable in length, width and height. Care should 
always be taken to avoid over-heating. 

In an emergency where the above described tech- 
nic cannot be used hot water bottles or cans may 
be the only method available. If these are used 
they may be placed along the sides and at the feet 
of the patient with a single thickness of blanket 
between them and the skin. They must be con- 
stantly watched that no burns are produced. 

As soon as the skin is well warmed, a cold towel 
rub or mitten friction is applied to the entire surface 
of the body not covered by the dressing. Cold 
friction not only energizes the heart and thus raises 
the blood pressure but stimulates the peripheral 
bloodvessels, thus directly combating shock. 

The room should be darkened and the patient kept 
perfectly quiet and under constant surveillance of 
the nurse until the effect of the anesthetic has passed 
off. Restraint may be necessary to prevent the pa- 
tient from falling out of bed or tossing continually 
to and fro. 

POSITION IN BED. It is not necessary or 
well for the patient to remain constantly on his 
back but he may be turned from one side to the 
other or assume that position which may make him 
more comfortable. When the patient lies on his 
back a hair pillow under the flexed knees gives a 
more comfortable position. Most patients are more 
comfortable if allowed to change their position fre- 
quently. 

DRESSINGS. Asepsis and rest of the surgical 
field are the essential factors to be considered by 
every operator. That operative technic should be 
selected which requires the least surgical attention 
for at least forty-eight hours after surgical inter- 
ference. 

Gause impregnated with a mixture of petrolatum 
2 parts, castor oil 2 parts, yellow wax I part, is very 
much to be preferred to ordinary dry gauze for it 
does not stick to the tissues. 

The first dressing should always be made by the 
operator in the presence of his assistant and the 
nurse in charge. Full directions as to the after- 
care and the management of possible emergencies 
should be outlined at this time. The patient should 


be visited and the operative field inspected every 
day while confined to his home or hospital. 

TOILET. As soon as consciousness has returned 
our patient’s hands and face are bathed in cool 
water and the mouth ‘cleansed with a gauze sponge 
dipped in ice water. Later the patient may gargle 
the throat and rinse the mouth with warm water to 
relieve the thirst and the unpleasant taste of the 
ether. 

The morning after the operation the patient is 
given a partial alcohol bath (alcohol 1 part, water. 
3 parts) at a temperature of 120° F. After a day or 
two regular sponge baths of warm water and soap 
may be given. 

The night dresses should be made to open in the 
back, to be worn like a pinafore. 

The patient convalescent from a rectal or other 
pelvic operation must be able to rest quietly and 
should not be allowed to suffer pain lest cardiac 
depression and exhaustion occur. 

SEDATIVES. If the patient is weary and rest- 
less a tepid sponge bath followed by gentle rubbing 
and a cup of hot tea or broth, will often take the 
place of a narcotic. 

If there is likely to be much pain or suffering 
during the first day, a hypodermatic injection of mor- 
phia sulph. gr. 1-6 given before consciousness has 
fully returned, will be found much more satisfactory 
than a larger dose given when suffering is already 
severe. Occasionally morphine may be necessary to 
secure sleep during the first night but it must be 
continued longer than twelve hours. The free use 
of opiates is most pernicious by tying up the bowels 
unnecessarily (often for a week or more) and thus 
contributing to enormous tympanites, the importance 
of which cannot be overestimated in all pelvic or 
abdominal operations. When the effect of the ano- 
dyne is gone, the patient usually suffers more than 
before and a drug habit may be formed. 

The application of heat over the wound and to 
the lower extremities immediately following the op- 
eration, even before the patient is fully out of the 
anesthetic, prevents the development of the nervous 
state in which slight pains are so exaggerated, mak- 
ing the patient restless and irritable. The hot blan- 
ket applied immediately after the operation not only 
combats shock and collapse but also relieves pain 
to such a degree that the patient often sleeps during 
the application, and usually gets several hours sleep 
during the first night without the use of drugs. 

Sand-bags to prop the patient up on all sides so as 
to relieve tension are of great service. The sand- 
bags may he heated if the effect of heat is needed, 
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Keeping the bowels empty by means of warm 
enemas will often obviate the use of an opiate by 
preventing gas pains. Gas pains are greatly lessen- 
ed by avoidance of the use of laxative drugs before 
the operation. 

THIRST. If the patient has been properly pre- 
pared his thirst after the operation will not be se- 
vere; often not asking for water during the first 24 
hours. This is quite different from the over- 
powering thirst that may appear if the tissues have 
not been previously saturated. Ordinarily the pa- 
tient may receive water as soon as he desires it. 
An abundant supply of water is essential after every 
operation to carry off the shock toxins, replace the 
lost fluids, and promote heart action. A half pint 
of water every hour is given if there is no vomiting. 
The quantity of urine is the best check upon the 
faithfulness and efficiency of the nurse in getting 
the patient to take and retain the three or four 
quarts of water daily required. 

NAUSEA. Nausea following the anesthetic is 
variable, depending somewhat upon the length of 
the operation. No nourishment can be given while 
the vomiting exists, and in, extreme cases where 
this condition continues for several days and the 
exhaustion becomes serious, nausea will often be 
relieved by sipping hot water, a teaspoonful at a 
time, to which has been added a few drops of tinc- 
ture of capsicum. A mustard plaster over the pit 
of the stomach, or the application of the moist girdle, 
with a hot bag over the stomach, is a very effective 
means of controlling post-operative nausea and vom- 
iting. This simple but effective measure acts by 
lowering the tonus of the gastric musculature and 
thus checking the violent contractions to which, as 
Carlson has shown, nausea is in most cases due. 
Other well-known measures are of course employed 
when indicated. Turning the patient on the left side 
often prevents nausea and vomiting by relieving the 
strain upon the cardiac orifice. Severer forms of 
vomiting require washing out the stomach to re- 
move the detritus and poisons contained. 


POST-OPERATIVE FEEDING. The subject 
of post-operative diet of surgical patients entails 
sO many consequences, good and bad, that a book 
may be filled with its consideration although it has 
received far less attention than its importance de- 
mands. 


We are prone to be over-engrossed with the path- 
ology of the disease under consideration or with 
the technic of the surgical procedure performed, and 
thus to forget the patient himself, and his disturbed 
metabolism, This disturbed physiology will, of 


course, vary with each patient. In many cases the 
nutrition has been seriously interfered with some 
time before the operation by the conditions which 
make the operation necessary and the starvation of 
patients, either before or after operation, is not 
only unnecessary but is highly prejudicial to their 
interests, lessening the charice to recovery and in- 
creasing the danger of serious complications. Food 
is a most important regulator of metabolism. Assim- 
ilated food furnishes the material upon which the 
cell works, both in the performance of its functions 
and in the repair of its own structures. If material 
is not supplied in the form of food, the body must 
draw upon its tissues. 

Food, likewise, is the only source of energy for 
the body. The heart alone consumes approximately 
two ounces of sugar every twenty-four hours in 
doing its work in the circulation of the blood. 

The organs concerned in trophodynamics must be 
coaxed into the greatest efficiency possible under the 
handicap left by the disease of the injury. In dis- 
eases of the rectum, the diet must be suitably modi- 
fied according to the gravity and character of the 
conditions encountered and the capacity of the or- 
gans of digestion, assimilation and excretion. 

Post-operative feeding is an accomplishment in 
which but few are talented. The most important 
item of a hospital diet is, the tray itself, and, about 
this, is demonstrated the ability of the nurse to de- 
vise and arrange the dishes supplied artistically and, 
by neatness and daintiness, to appeal to the fickle 
appetite of the sick. The “psychic stomach” is no 
less important than the anatomic stomach. 

The patient operated upon under a local anesthetic 
will desire food at once and more generously than 


. will a patient that underwent the same operation 


under inhalation anesthesia. 

So much food and drink is to be ingested as will 
refresh but not oppress the powers of the body. 

Not only does each different food meet with a 
different response from the tissues, but, even the 
same food elicits different responses from the same 
body, at different times, the organism being very far 
from a constant entity. _ 

Furthermore the power of extracting the nutri- 
tive elements from the food varies greatly with a 
given individual, as also with the same individual 
at different times. Also the power of absorption, 
of storage and of synthesis of these constituents, 
that is assimilation, varies with the individual and 
his condition of health, as does the power of devel- 
oping energy from these potentials. 3 

Food furnishes a physiological stimulus to the 
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living cells. The rapid loss of strength and endur- 
ance as the result of fasting and the marvelously 
rapid restoration of energy by appropriate nourish- 
ment, afford ample evidence of the helpful stimulus 
which may be secured through proper feeding. This 
stimulation is doubtless due in large measure to the 
presence of vitamins which abound in certain foods 
and in which vegetable broths are rich. These vege- 
table broths .differ from bouillon and animal broths in 
the fact that, while rich in vitamins, they contain no 
urea and other waste matters of which animal broths 
are largely made up while containing vitamins in 
small amount only. 

The eating habits of most patients lead to an ac- 
cumulation of protein wastes in the tissues. Since 
all excess of protein must be eliminated as urea and 
other nitrogenous wastes, both the liver and kidneys 
are over-taxed by this excess protein metabolism, 
causing a predisposition to acidosis and uremia. In 
addition to these waste products from excessive pro- 
tein metabolism, the blood and other body fluids are 
likely to be saturated with toxins of bacterial origin 
derived from the colon. On this account it is most 
unwise to feed a prospective surgical patient large 
quantities of meats of various sorts as a means of 
preparing him for the operation, or to advise such a 
diet for promoting convalescence after operation. 
On the other hand, a low protein diet for a few days 
before the operation and immediately following the 
operation, is most advantageous. The blood may be 
more rapidly built up by a lacto-cereal diet, with the 
addition of liberal quantities of greens, than by 
heavy meat feeding. 

There is usually a sufficient amount of fats stored 
up in the tissues to supply the needs of the body for 
a few days, and the fat intake in post-operative 
cases may be advantageously diminished because of 
the inhibitory effect of the operation upon the secre- 
tion of gastric juice, which is important in gastric 
cases especially in preventing the putrefaction of 
stagnant gastric fluids and so maintaining condi- 
tions favorable to healing. It is well to remember, 
also, that the body is able to manufacture fat from 
carbohydrates and that starch and sugar are, under 
normal conditions, the chief sources of body fat. 

Abundant carbohydrate feeding is a matter of 
chief interest in relation to surgical cases. Farina- 
ceous foods of all sorts, fruit juices and malt or 
milk sugar are the most appropriate materials for 
feeding a patient on the days before operation and 
two to five days succeeding. The feeding should 
begin as soon as vomiting is controlled, that the 
food supply rather than the tissues of the patient 


may be the source of energy toward preventing ex- 
haustion. 

Food is a natural laxative. Taking food into the 
stomach sets up peristaltic waves which travel over 
the entire intestinal tract thus encouraging evacua- 
tion and the elimination of waste matters from the 
colon. It is even advantageous at times to use mod- 
erate quantities of agar or gruels containing bran. 
By supplying stimulants in these forms, the early 
restoration of normal bowel action may be greatly 
encouraged. 

When the operation performed upon a patient of 
average reserve strength is of moderate severity, rice 
gruel, one-half ounce every 2 hours, malt sugar solu- 
tion (2 ounces of malt sugar to the pint) or fruit 
juice of some sort, is given in spoonful doses hourly, . 
beginning as soon as nausea ceases. After the first 
few days, spinach puree may be added to promote 
blood building and thorough evacuation of the colon. 

The victuals must be changed from day to day, 
while such physical aids as massage, fresh air and 
change of environment must be provided. Follow- 
ing all surgical procedures in which shock is evi- 
denced, the stomach partakes of the general debility, 
so that the patient is, for the time being, a “dyspep- 
tic’ and must be fed accordingly. If there is any 
question as to whether stimulants are indicated or 
not, it is best to exclude all alcoholic drinks. A very 
common cause of interruption of the progress of 
convalescence is the allowance of an excess of food, 
which may cause a rise of the temperature, vomiting, 
and even purging, in nature’s effort to rid itself of 
the surplusage. 

Bouillon, beef juice, broths and similar prepara- 
tions are carefully avoided. Vegetable broths, 
which are quite as appetizing as any of the prepar- 
ations mentioned and wholly free from unwhole- 
some properties, are freely used. A bouillon pre- 
pared from yeast extract so closely resembles bouil- 
lon, or extract of beef, that it is readily accepted in 
place of it, and is, in fact, found more palatable. 
Besides this, yeast extract is richer in vitamins and 
in iron than any other substance. 


Gruel diet is relied upon only for a very short 
time, a few days at the most. Simple purees of veg- 
etables and fruits are allowed after the first two or 
three days, and these are accompanied by agar jel- 
lies and agar in substance or special bran preparations 
to encourage bowel action. Purees of spinach or 
other greens are daily on the menu in some form. 
These lime and iron containing foods are essential to 
rapid blood building and tissue repair and help to 
sustain the heart in its arduous work. Green foods 
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are also rich in the vitamins which are as essential 
for the rapid repair and rebuilding of the tissues as 
for the normal growth of young animals. 

Every meal is carefully balanced not only for pro- 
teins, fats and carbohydrates, but for cellulose, food 
lime and iron and other salts and vitamins. The 
ordinary hospital diet is woefully deficient not only 
in lime, iron and vitamins but in cellulose, the na- 
tural laxative element of the food. 

The following articles of food should be rigidly 
eliminated: fats, purely starchy dishes, rich gravies, 
sauces, custards, patties, hash, recooked meats, and 
all highly seasoned foods. 

The following plan of a day’s menu will serve as 
an outline, this to be modified according to the indi- 
vidual patient’s habits and the seasons of the year : 

Breakfast. Fruit (one orange or a bunch of 
grapes, or one-half of a large grapefruit, or a 
baked apple, or a dish of cooked fruit, such as prunes, 
peaches, apricots) ; two slices of crisp bacon or two 
eggs, with two muffins or gems, or slices of toast 
with butter; or a dish of porridge with cream; and 
coffee, either black or with cream and sugar. 

Luncheon. A bowl of vegetable soup or puree 
with crackers; a sandwich or two rolls with honey ; 
a glass of buttermilk or fermented milk. 

Dinner. A bowl of soup; one lamb chop or a 
similar amount of beef or poultry; two slices of 
bread; one potato; a salad; green vegetable, such 
as spinach, stringbeans, asparagus or cauliflower; a 
dish of pudding (rice, chocolate, gelatin or tapioca) 
eaten with fruit or a fruit sauce. 

When it is desirable that there be no fecal evac- 
uation for several days, the fecal bolus may be 
greatly diminished in quantity by giving an absorb- 
able diet. 

Egg albumin water is a tasteless and most nutri- 
tious food. It is prepared by beating the whites of 
four eggs with two ounces of water into a liquid 
froth and allowing it to stand on ice for an hour. 
When ready to serve add chopped ice, flavor with 
lemon or orange juice, or mix with an equal amount 
of grape juice, or with a teaspoonful of sherry wine. 

Additional articles of diet are broths of chicken, 
oysters, clams and beef and may be alternated with 
other liquids. About eight ounces of such nourish- 
ment per day should be given in this way. 

An albuminous diet consisting of meat and eggs 
with avoidance of vegetables, butter and fat tends 
to constipate. Lauder Brunton (Sutherland’s “Diet 
and Dietetics”) found that many individuals go two 
weeks without having an evacuation of the bowels, 
especially those that lived upon a dietary of fine 


white bread, butter and tea, foods that leave very 
little residue. Individuals with defective teeth can- 
not thoroughly masticate their food, and, therefore, 
select such foods of diet as require little chewing, 
and, for this reason, often become constipated. The 
excretions of the alimentary tract when not properly 
voided are absorbed and thus give rise to various 
disturbances. 

Hertz (“Index of Treatment”) declares that for 
the rational treatment of constipation, it is neces- 
sary to distinguish between the two great classes of 
cases; (a) that class in which the passage through 
the intestines is delayed, while defecation is normal; 
intestinal constipation and (b) that in which there 
is no delay in the arrival of the feces in the pelvic 
colon, but, their final excretion is not adequately 
effected ; pelvic ‘rectal constipation or dyschezia. 

The mechanicai stimulation to peristalsis and evac- 
uation depends upon the direct irritation by the undi- 
gested food and upon the distension produced by the 
bolus. 

The intestinal juices and bacteria are increased by 
vegetable foods containing much cellulose by sugars, 
organic acids and fats, as also by a sufficiency of 
water and the avoidance of stringents. Olive oil 
is valuable in the treatment of constipation, but 
liquid parrafin is probably more satisfactory, be- 
cause its action is entirely mechanical. Not being 
absorbed it does not disagree with the stomach as 
vegetable oils are liable to do if taken for a con- 
siderable time. It may be given in doses of one 
desertspoonful in an ounce of cream one-half hour 
before meals, 

URINATION. Many patients are unable to 
empty their bladder after rectal and perineal opera- 
tions, because of the spasmodic contraction of the 
sphincter vesical muscle. This is partly due to the 
fact that they are lying down, and could they be 
allowed to assume some other position they would 
have no trouble whatever in this respect. This may 
be avoided to a great extent by having them abstain 
from fluids as far as possible, for twenty-four hours 
before the operation, directing them to empty their 
bladder the last thing before going to the operating 
room, and not try again for several hours after 
being returned to their room. No effort should be 
made to have the patient empty his bladder until 
it is reasonably full. This may vary from Io to 15 
hours and should be watched by the surgeon by 
carefully palpating the supra pubic region every 
couple of hours. When the bladder is reasonably 
full or the patient wishes he should be allowed to 
urinate and unless there is some contraindication he 
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should be allowed to get out of bed. If he tries and 
fails, the catheter will have to be used for several 
days, while if he succeeds the first time it will not 
have to be used at all. Of course, sometimes it is 
necessary to use a catheter but its use must be dis- 
continued as soon as possible. 


BOWEL EVACUATIONS. Just how soon the 
bowels should be moved after an operation depends 
upon the nature of the operation and the patient’s 
condition. The tendency with surgeons in general 
is to be too anxious and to work unnecessarily hard 
to produce a bowel action. If the patient has been 
properly prepared his bowels need not be emptied 
ordinarily for a few days. By attention to diet and 
liquids this period of retention may be controlled. 


After many rectal operations it is very important 
that the stool be soft and mushy in consistency when 
evacuated. This may be assured by administering 
an enema of olive oil or mineral oil, 3 ounces and 
water I ounce. This is given each day. If hard 
inspissated masses form they may be softened by 
injection of 1 part hydrogen peroxide and 3 parts 
water and later washed out with an enema of I 
quart of water to which has been added 3 teaspoon- 
fuls of baking soda and given at 95 degrees F., a 
large size soft rubber urethral catheter attached to 
an ordinary household or fountain syringe is very 
satisfactory if plenty of time is taken. 


Tympany is usually relieved by evacuation of the 
bowels, but if recurrent and distressing our patient 
should be given 2 drops of Tr. of Capsium in a half 
cup of hot water to be sipped slowly. 


Enemas and frequent changes of dressing are 
unnecessary if the patient has been properly pre- 
pared, they cause pain and invite infection. Our 
patient should be taught to wait upon himself as 
early as possible. 


Regular habits should be established at an early 
date. He should respond at once to the desire for 
defecation, rather than yield to the inclination to 
defer, fearing possible pain. The parts should be 
cleansed with sterile water, gauze or cotton and 
should be properly protected as long as there are 
any abrasions which might serve as avenues for in- 
fection. 


POST-OPERATIVE COLON STASIS. Colon 
stasis, due to a spastic condition of the descending 
colon or any other cause, often becomes exceedingly 
troublesome and leads to disaster, especially in cases 
of abdominal surgery. The presence of fermentable 
residues in the colon leads to gas formation, often 
with enormous distention, giving rise to gas pains 


which greatly disturb the patient, preventing rest, 
and thus tending to produce exhaustion. 

This condition may be combated by putting the 
patient under treatment for regulation of the colon 
activity some days or weeks in advance of the opera- 
tion. Cathartics must be avoided and the colon 
should be evacuated with water at a temperature of 
102-105 degrees F., one of the best means of com- 
bating the gas pains following a laparotomy. 

The ordinary hospital régime, especially in ab- 
dominal cases, tends to produce post-operative con- 
stipation. Before operation, the patient is purged, 
and his intake of food is greatly reduced. He is 
usually instructed to avoid coarse vegetables. The 
day before operation, the patient takes extra oil 
and salts of some sort to prepare him for the opera- 
tion. The effect of this is contraction of the de- 
scending and pelvic colon, a spastic condition which 
renders evacuation of the bowels almost impossible. 
Gas accumulates in the cecum and small intestines, 
ascending and transverse colon, and the patient suf- 
fers awfully through inability to get rid of the gas. 
Constipation is increased by the use of morphia 
taken before and after the operation. The diet is 
usually of a constipating character, consisting of 
bland gruels, etc., so-called “light diet”. All these 
bland foods are constipating unless supplemented 
with paraffin oil and bran, which may be taken in 
very moderate doses at first and gradually increased 
later. 

A copious enema, two or three pints, also pro- 
motes peristalsis. This enema should be 85 to go 
degrees F. This induces the passage of a peristaltic 
wave the whole length of the intestine, and by this 
means straightens out kinks or folds in the intes- 
tine, and places each convolution in its own particular 
place. The efficiency of the enema is increased by 
adding Malt Sugar to 10 per cent, Molasses or Corn 
Syrup may be used instead but is less efficient. 
Sugar used in this fashion is also a most efficient 
means of combating acidosis, a condition which is 
always present after profound general anesthesia 
regardless of the anesthetic used. 

The sugar water enema (an ounce and a half to 
the pint) is also beneficial in preventing putrefaction 
in the colon and thus prevents the toxemia which 
rapidly develops when intestinal stasis occurs in a 
depressed, feeble patient, still further crippling the 
liver, kidneys and other organs associated with the 
ultimate metabolic processes of the body, particularly 
the thyroid and the adrenals which have had to per- 
form the great task of dealing with the anesthetic. 

John H. Kellogg of Battle Creek, Michigan, was 
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the first to recommend the post-operative testing of 
the intestinal mobility. The first night after the 
operation, the patient is given a capsule of carmine 
and a little later a dose of mineral oil. When the 
carmine and oil appear in quantity one knows there 
can be no serious obstruction. The appearance of the 


carmine at the end of forty-eight hours, or even — 


later, is an almost equally good omen, though it is, 
of course, possible for obstruction to develop at a 
later period. On this account, it is necessary to 
apply the test again after two or three days. It is, 
in fact, well to repeat the carmine test again after 
two or three days intervals so as to have a constant 
and intimate knowledge of the behavior of the ali- 
mentary tract during the whole convalescence. If 
the patient suffers from vomiting on the third day 
following the operation, and if the carmine or oil has 
not appeared in quantity an x-ray examination 
should be made. Case, in 1915, observed that the 
outline of the distended gas-filled intestines may be 
recognized by the x-ray without the necessity of 
administering barium. 

TEMPERATURE. The temperature must be 
carefully watched. A rise to 100° F. on the second 
or third day may be due to absorption and usually 
drops with the first free emptying of the bowels. If 
the rise of temperature persists for several days it 
is probably due to infection and the wound must be 
carefully examined immediately for any hard, red, 
tender areas which, if found, necessitate the removal 
of a stitch or the separation of the incision edges to 
facilitate the discharge of pus. When the pus has 
escaped the temperature falls at once. The pulse is 
usually a little rapid, 100 beats per minute, for the 
first couple of days. Following shock it may be 120 
per minute, but a rising pulse rate always requires 
investigation. 

In order to hasten and insure the normal function 
of the sphincter some form of massage should be 
instituted, beginning about ten days after operating. 
The protected finger, a Wales Bougie or one of the 
many dilators on the market may be employed. 

Convalescence is not at an end when the patient 
is able to leave the hospital. Sometimes some of the 
discomforts persist for months, only disappearing 
gradually and our patient must be kept under obser- 
vation until he has regained his physical and nervous 
poise. Fresh air, diet, rest, tonics and encourage- 
ment are the most important aids at this time and a 
change of environment as is brought about by a 
sojourn at the seaside or in the mountains will often 
bring about a wonderful change. 


THE VALUE OF AN ACCURATE HISTORY 
IN GALL-BLADDER DISEASE: THE 
GALL-BLADDER SHEET. 

M. Gotos, M.D., 


New York 


Much has been written on the value of a careful 
history in gall-bladder disease. There are cases 
where a diagnosis of biliary dysfunction can be made 
on the history alone. Where corroboration is 
sought in #-ray findings it is the history which 
generally supplies the working hypothesis in the 
light of which these findings assume a definite mean- 
ing. 

Unfortunately, a roentgenologic study is consid- 
ered by many practitioners as a short cut to diagno- 
sis. Of course, visualized stones or a visualized 
gall-bladder furnish-direct evidence which needs no 
corroboration. But not all gall stones are of suffi- 
cient density to offer resistance to the x-ray; and 
what of the acalculous gall-bladder or the gall-blad- 
der wall not thickened by the inflammatory process? 
Are we to rest in the false sense of security fur- 
nished by the negative x-ray finding? 

Moreover, a play of the spastic phenomena of the 
gastro-intestinal tract, showing evidence of gastro- 
spasm, enterospasm, colonic hypermotility, and an 
irritable duodenum, may either have no underlying 
basic cause or may be brought about by other mala- 
dies than those of the gall-bladder. It is evident 
that notwithstanding its usefulness in certain situa- 
tions, the method of searching for gall-bladder dis- 
ease via the gastro-intestinal tract by the ingestion 
of barium cannot be considered preeminent as a di- 
agnostic factor. The history of the case must dom- 
inate the examination or the diagnosis is unsound. 
Combine a careful history with such additional evi- 
dence as may be gained from a radiographic exam- 
ination and the diagnosis assumes an aspect of 
axiomatic import. 

The problem of securing an instructive history 
in the light of which diagnostic findings assume defi- 
nite significance is one of supreme importance. Yet 
how often, in clinics as well as in private practice, 
do we find history taking assigned to assistants, un- 
dergraduate nurses, or even clerks incapable of rec- 
ognizing vital facts or following up promising clues 
by pertinent questioning! 

History taking is a task which calls for uncom- 
mon judgment as the facts must be elicited from lay 
minds, often obscured by vagueness and exaggera- 
tion. We are all familiar with the type of patient 
who describes his manifold symptoms by the all- 
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inclusive term ‘‘a misery in the stomach,” and who 
disdains from further elaboration or description of 
nis disorder for fear of lessening its severity to the 
ear of the clinician. In his discussion of a case of 


. right hypochondriac pain, R. C. Cabot calls attention 


to the tendency among Russian Jews to complain of 
a “burning pain in the stomach,” a complaint which 
usually turns out to be “only a burning and not a 
pain,” with the patient free from organic disease. 

The value of a history is often impaired by the 
omission of important data. So illuminating a ques- 
tion as that relating to the occurrence of jaundice is 
frequently conspicuous by its absence, when the fac- 
tor of discoloration combined with other aspects of 
the history would have rendered the diagnosis of 
gall-bladder disease a certainty. Many a history 
sheet indicating “pain in the epigastrium” as the 
chief complaint, by failing to describe the course of 
radiation, leaves the clinician at a loss in determin- 
ing the nature of the disorder, when a description 
of the pain path from its origin to the seat of ref- 
erence might have indicated gastric disorder, cardiac 
condition, or appendiceal involvement, according as 
the radiation lies straight through the back, or up- 
ward and to the left, or downward to the right. 

In reviewing his cases for eight years as a basis 
for the study of gall-bladder disorders, Cheney of 
San Francisco, justly prides himself on having per- 
sonally recorded the histories of 3513 cases, “writ- 
ten out in detail, often in the person’s own words, 
revised and supplemented at succeeding interviews 
as the case progressed, and constituting the most 
important factor in the solution of the problems pre- 
sented.” 

Much time is necessarily consumed in eliciting so 
comprehensive a history; and the time element is an 
important consideration in a busy clinic. It is with 
a view to facilitating the procedure and guarding 
against the omission of important points that | 
would suggest the use of a definite gall-bladder 
sheet bearing specific questions which dwell on the 
subject of dysfunction of the biliary apparatus. No 
doubt such sheets have been suggested before and 
might be found in medical literature. I believe, 
however, that they are not in general use; and it is 
their usefulness which I wish to emphasize. The 
form herewith presented is not intended as a substi- 
tute for original thinking; it is offered to the busy 
clinician merely as a handy guide to vital points 
requiring interpretation. 

The following is a replica of the gall-bladder 
sheet used in my office: 


GALL-BLADDER SHEET 
I. NATURE AND TIME OF ATTACKS. 


(a) Are attacks relevant to meals?...........eesee0% 
(b) Are attacks nocturnal? ............ th 
(c) Are attacks intermittent, with intervening good 

(d) Is mode of onset sudden?...... insidious?...... 

II. CHARACTER OF PAIN. 

(b) Location .....:.. 


(c) Radiation—1. Right shoulder? 
2. Left shoulder? 
3. Around waistline? 
4. Downward to right iliac fossa? 
Ill. ATTENDING SYMPTOMS. 


IV. RELIEF OF PAIN. 


(a) Occurrence of jaundice?...........cccccccccccece 


A survey of the sheet will readily disclose the 
salient features of the history and help to place the 
patient in the proper category for diagnosis. In 
this connection the classification into four groups 
described by Cheney is a great aid. As published 
in the Americal Journal of the Medical Sciences, 
under the title “Diagnosis of Gall-bladder Disease,” 
October, 1920, p. 470, these are: 

Group 1: Recurring attacks of colic, with good 
health between. 

Group 2: Recurring attacks of colic, with more or 
less constant indigestion between. 

Group 3: Chronic stomach trouble, with subacute 
gall-bladder attacks. 

Group 4: Chronic stomach trouble, with no his- 
tory whatever pointing to gall-bladder over long 
periods of time. 

ANALYsIs OF Facts ELIcITED 

In formulating the diagnostic sheet, the objects 
sought were to eliminate irrelevant material and em- 
phasize those factors that have a real diagnostic 
worth, 

We know that patients suffering with a benign 
disorder are relatively free from symptoms in the 
intervals between attacks. It is malignancy which 
is characterized by short duration, progression and 
no periods of remission. 

Nocturnal discomfort carries significance. When 
a sound sleep becomes stormy, a basic cause is prob- 
ably the underlying factor, as the disturbance cannot 
be ascribed to flights of fancy when the higher cere- 
bral centers are in a state of slumber. As Cabot 
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says: “Gall stone pains are very apt to begin in the 
night.” 

Belching is an early and most constant symptom, 
deserving the saying of Deaver, “fat, fair, forty, 
plus belching.” 

Attacks of diarrhea may be accounted for by a 
common finding of hypoacidity or anacidity in gall- 


bladder affection, especially in gall-bladder cases of | 


a long and protracted nature. 

- When an attack of pain follows a stormy com- 
motion in a high strung individual it loses the insin- 
uation to an organic cause, in much the same way 
as does an attack of hematemesis following violent 
retching. And unless it comes out of a clear sky 
not much significance can be attached to such a 
weighty sign. 

Chills and fever are met chiefly in older patients 
with calculous cholecystitis. If a disturbance of 
thermogenesis occurs in the young, one must differ- 
entiate between gall-bladder disorder and infectious 
pulmonary disease accompanied by a stormy digest- 
ive apparatus. 

Typhoid to cholecystitis is like scarlet fever to 
nephritis. The Eberth bacillus has a marked predi- 
lection for the gall-bladder for its abode, and by its 
havoc on the gall-bladder wall establishes a locus 
minoris resistentiae for the invasion of other micro- 
organisms. 

It is gall-stone pains which are generally relieved 
promptly and permanently by morphine, whereas 
gastric disease is rarely so relieved. A late pain 
and one relieved by food is characteristic of duo- 
denal ulcer. 

Attacks induced by exertion or emotion, which 
subside quickly after rest and peace, point strongly 
to angina pectoris. 

A soreness left behind, after the acute pain is 
gone, betokens a dysfunction of the biliary appar- 
atus. 

Where a history of jaundice is elicited, a close in- 
quiry must follow, as the term connotes a minimum 
amount of discoloration to the minds of some pa- 
tients. A pertinent question would be whether the 
discoloration was followed by a general pruritus, in- 
asmuch as about 50 percent of the cases itch. In- 
tensity of discoloration, and variation from week 
to week, are findings significant of gall-stones. 

In conclusion it may be stated that the advantages 
in seeking a diagnosis from an elicited history are in 
direct proportion to the aptness and thoroughness 
with which the history is obtained. The more di- 
verse the corroborating symptoms, the more varied 
and widespread the sources of light thrown upon the 


case, the less will be the liklihood of any shadow of 
uncertainty. Most attempts at diagnosis suffer less 
because of insufficiency of knowledge than because 
of an imperfect technic in getting that knowledge 
to function. Herein lies the helpfulness of a pre- 
scribed gall-bladder sheet. It presents in a form 
easily visualized the salient points for investigation 
and thereby forces to the front whatever knowledge 
bears upon .the question at issue. 


ENURESIS IN YOUNG MEN—A PRELIM- 
INARY REPORT.* 
WINFIELD S. Pucu, M.D., 
New York. 


The number of these cases is so large and the an- 
noyance they cause themselves and their associates, 
is so distressing that it is rather surprising to find 
how little real investigation has been carried out 
concerning this condition. I do not refer here to 
that lack of control which occurs in infants and 
which we know is often due to retarded develop- 
mental defects; indeed, I would not be inclined to 
include this as enuresis. 

The group of cases to which I refer here is com- 
posed of patients, who with their parents have de- 
nied all previous history of bed wetting. In young 
men this condition seems to occur between the ages 
of fifteen and twenty years. It is most frequently 
brought to light in boarding schools or in the mili- 
tary services, where large groups are brought to- 
gether in dormitories or in barracks. 

Etiology. In a review of the literature one finds 
many causes listed for enuresis, such as the parasitic 
group of worms, tuberculosis, stone, pyelitis and— 
not to be forgotten—diseased tonsils and adenoids. 
Why pyorrhea or dental caries has been overlooked 
I do not know, as they are now being held respon- 
sible for genito-urinary diseases quite generally. 
Constitutional inferiority nervous and mental dis- 
eases undoubtedly play quite a rdle in some cases, 
but not as commonly as is generally supposed. Some 
of my cases prove quite conclusively that the endo- 
crines play an important part. Anemia is also some- 
times a factor to be reckoned with, and I really be- 
lieve in these cases the enuresis is brought about by 
the effect of the anemic condition on the nervous 
mechanism. 

The military service records show a very large 
number of discharges for enuresis, for these cases 
are a source of annoyance to the sanitary police and 
have a bad effect upon discipline. It is unfortunate, 


*From the James Buchanan Brady Foundation for Urolo at 
The New York Hospital. 
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however, that many of these lads are regarded only 
too often as malingerers and are subjected to many 
hardships. 

From a long experience I am reasonably certain 
that there are some malingerers in this group, but 
prolonged and careful investigation has convinced 
me that it is a very small percentage. Attempts are 
often made to check this condition by having the 
patient roused hourly during the night to urinate. 
In the case of a malingerer this treatment usually is 
most effective, but I have never seen it have any 
result in a bona fide case of bed-wetting. The con- 
stant wetting of the bed by these boys often causes 
them to be chased out of school, or to become de- 
serters from the military service through the as- 
saults or ridicule of their comrades, 

In our large cities these unfortunates are only too 
frequently given short shrift,—a few belladonna 
tablets and some hygienic advice, both cheap and 
speedy, but seldom a real examination. After 
watching a number of these patients slip through 
my department it finally dawned on me that most of 
us were not doing them justice. I therefore decided 
to make an exhaustive investigation in every case, 
using every means at my command and, as will be 
seen, my endeavors were usually rewarded with suc- 
cess. It is advisable to find out how often these 
patients urinate during the day, and in many of 
them we find a considerable increase in the fre- 
quency. For brevity, I shall mention only the es- 
sential facts in the following case records. 

Case I. J. W., white, age 18, U. S., seaman. 

Family history: mother and father living and 
well, no others in family. 

Previous personal history: mumps in childhood, 
since then always well. 

Present complaint: bed-wetting. 

Patient states that for the past three months he 
has been regularly wetting his bed at least once every 
night and sometimes two or three times. The amount 
is apparently never very great but usually an ounce 
or two, as estimated by the marks on the bedding. 
This boy’s parents state that they had never noticed 
this at home. Patient states also that he ordinarily 
voids five or six times a day. He has no other com- 
plaints. 

General physical examination shows nothing of 
importance. Urine is very sandy, with excess ot 
urates. 

Cystoscopy shows a slightly irritated bladder base. 
At the left ureteral orifice is lodged a calculus pro- 
jecting into the bladder. The stone has a spiked ap- 
pearance and the urine seems to pass easily around 
it, 


Treatment. Stone easily removed with cysto- 


scopy forceps with early clearing up of the condi- 
tion. 


Case II. C. E., white, age 20, U. S., seaman. 

‘Family history: father living and well. Mother 
dead of tuberculosis at 36 years. Two sisters living 
and well. 

Previous personal history: measles and scarlatina 
in childhood. Pneumonia at 12 years. Fell astride 
a bar about two years ago, probably only a slight 
injury. 

Present complaint: bed-wetting. 

Patient states that for last two months he has been 
wetting his bed, usually every night, and that his 
associates in the sleeping compartment were com- 
plaining about it. Never knows when it has occur- 
red as he does not wake up. 

General appearance: Looks rather stupid and 
would probably be grouped ordinarily in the low 
grade mental type, though he is fairly prompt in 
responding to questions. Has a scar on left side of 
neck that suggests a broken down tuberculous gland, 
but denies any knowledge of it. 

Physical examination is negative. 

Urine is normal. 

Cystoscopy shows a normal bladder. The pos- 
terior urethra between the veru and the sphincter 
border contains numerous little tufts suggesting 
polypus. 

Treatment. These areas were promptly cleared 
up by fulguration and with it the enuresis disap- 
peared. 

Case III. G. M., white, age 17, U. S., plumber’s 
helper. 

Family history: father and mother living and well, 
but are apparently not very bright in appearance, or 
in conversation. No sisters or brothers. 

Previous history: the boy always had difficulty in 
school. Always made progress, but it seemed more 
difficult than for the other boys. No previous ill- 
ness that could be remembered. 

Present complaint: bed-wetting. 

Patient states this has bothered him for some time, 
but he does not know just how long. States that 
his associates are usually very fond of him but 
that when they find he has wet the bed they are 
rough with him and call him “girls’ names.” 

Examination reveals the following: 

Voice is distinctly feminine, body is quite hairless 
except for a small area in the pubic region. Breasts 
are well developed and hips broad. Abdomen is 
rather of the pot-belly type. Chest negative. Urine 
apparently normal. 

Cystoscopy and urethroscopy show apparently 
normal parts. 

Treatment. The boy’s appearance suggested an 
endocrine condition to me and I referred him to one 
who is familiar with that subject. In about three 
months there was a very marked change, his bed- 
wetting had ceased and his general appearance im- 
proved by the use of pituitary and thyroid extracts. 

Case IV. S. R., age 18, U. S., baker. 

Family history: unobtainable. 

Previous personal history: measles and whooping- 
cough in childhood. Grippe two years ago. 

Present complaint: bed-wetting. Compelled by 
the people with whom he was living to seek medical _ 
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advice, or get out of their house. Thinks his condi- 
tion has lasted for several weeks or months. States 
that he feels weak and run down and cannot re- 
member things well. 

Examination shows an ill-nourished boy, whose 
condition rather suggests scurvy. Lip and gums 
are pale and the latter bleed very easily. Conjunc- 
tiva is pale but a marginal blepharitis is present. 
Acne in patches scattered over the body. 

Chest, abdomen and urine normal. 

Cystoscopy and urethroscopy, aside from a gen- 
eral pale appearance, are both negative. 

Hemoglobin 60%; red blood cells 3,750,000; 
white cells 6,000. 

Nervous system. Reflexes, particularly the knee- 
jerks, seem a little exaggerated. Patient seems to 
drag himself when walking. 

Treatment. A change of environment with a 
course of iron, quinin, strychnia and arsenic worked 
wonders with this boy and in six weeks cleared up 
the enuresis entirely. 

Case V. J. C., age 21, white, U. S., laundryman. 

Family history: mother and father living and well. 
Three brothers and two sisters living. One sister 
died of scarlatina in infancy. 

Previous personal history: bronchitis and pneu- 
monia in childhood. Single sore on penis at 16, 
otherwise well. 

Present complaint: bed-wetting. States that he 
has wet the bed as long as he can remember. This 
boy is in the military service and for some reason 
wishes to get out. His parents deny his statement 
as to having been a bed-wetter all his life and state 
that they have never seen it at all. 

General physical examination: a very well de- 
veloped young man, with nothing to suggest a patho- 
logical condition. 

Cystoscopic and urethroscopy show evidence of 
slight irritation about the trigone but are otherwise 
negative. 

Examination of the urine, reveals nothing on in- 
spection or chemical examination. With the centri- 
fuge, however, a sediment is thrown down which is 
loaded with calcium oxalate crystals. Twenty-four 
hour specimens were examined several times and 
all were found very heavy with oxalates. 

Treatment. Dietetic, to reduce oxalate excess. 
Then a course of nitro-hydrochloric acid was used, 
which cleared up the oxaluria and with it the bed- 
wetting disappeared. 

This is by no means all of the cases in my series, 
a full report will be published later. They will, how- 
ever, suffice to make clear my point that every case 
of enuresis should be subjected to a most searching 
examination. If this idea is carried out it will re- 
sult in the finding of a cause in most every case, the 
removal of which clears up the malady. In some 
cases,—a very few, however,—I was unable to lo- 
cate a lesion but I am inclined to believe it was due 
to haste. I feel sure that had a little more time been 


available we should have been able to clear up these 


failures. Among some of the other conditions I 
have noted as etiological factors in enuresis, were 
lumbricoid worms in the bladder, papillomatous 
urethritis, cysts of the deep urethra, etc. One con- 
stantly hears the suggestion of phimosis as a cause 
of bed-wetting but I have circumcised many without 
any results whatever. 

In closing, I wish to make a plea that these un- 
fortunates should not be too promptly grouped as 
malingerers, but that a careful examination be made 
by a competent urologist which will often yield sur- 
prising results. 

229 WEST IOIST STREET. 


CARCINOMA OF THE PENIS: REPORT OF 
A CASE WELL FOURTEEN YEARS 
AFTER OPERATION. 

J. GARLAND SHERRILL, A.M., M.D., F.A.C.S., 


Ky. 


In November, 1909, a male, aged 50 years, was 
admitted to the Louisville City Hospital with a pain- 
ful ulcerating lesion on his glans penis. Phimosis 
was present, the penile and preputial tissues were 
edematous and infiltrated, about half the penile shaft 
apparently being involved. 

According to the history elicited the patient had 
first noticed a small, superficial ulcer on the glans 
eight months previously, which had become progres- 
sively larger and more painful. The lesion was 
thought to be herpetic in character ‘by a physician 
whom he consulted, and local applications were ad- 
vised. 

Physical examination on admission disclosed the 
local condition already described. The man was 
otherwise apparently in robust health. There was 
no history of cancer, tuberculosis or lues. The 
inguinal glands were not palpably enlarged, but the 
patient complained that the pain radiated from the 
penis to the inguinal regions, lumbar area and 
thighs. 

On the history and physical findings the clinical 
diagnosis of penile carcinoma was made. Micro- 
scopic examination of sections of the neoplasm later 
confirmed this. Amputation was performed immed- 
iately,eaving a stump about three-fourths inch in 
length which was allowed to retract, with the inten- 
tion of later performing a plastic operation to afford 
more satisfactory urinary function. The scrotal 
tissues were divided and the penile stump covered in 
that way, the urethral flaps being united to the scrotal 
margins and the remainder of the wound closed with 
interrupted catgut sytures. Healing was prompt and 
recovery uneventful. | Further operative steps were 
declined. The man’s urinary function has since 
been satisfactory and he is still living without evi- 
dence of recurrence nearly fourteen years after the 
operation. As the inguinal glands were apparently 
free from infiltration they were not disturbed. In 
most cases of penile carcinoma inguinal gland in- 
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vasion has supervened when the surgeon is consulted 
and careful dissection is necessary to accomplish their 
complete removal. 

In cases of this character I am still a firm believer 
in radical surgery rather than radium or roentgen- 
ray therapy. While it is admitted that one case 
proves little, it is sufficient to illustrate what may 
be accomplished sometimes in malignant disease by 
properly directed surgical measures. Where early 
diagnosis is made, and radical surgery is feasible, it 
would seem unwise to temporize with other plans of 
management. It is possible that by a combination 
of surgery and radium or, preferably, the roentgen- 
ray, the unfortunate victim of malignant disease may 
be offered a better chance of permanent relief than 
This, however, remains to be 
demonstrated. 


There has been considerable debate during the last 
few years concerning the relative merits or demerits 
of surgery, radium and the roentgen-ray in the treat- 
ment of malignant growths. The point has now 
been reached where, were we to follow the teachings 
of certain radiotherapeutists and roentgenologists, an 
immense amount of harm might be done, i. e., canc- 
erous lesions would be permitted to progress to the 
stage where no relief could be promised from the 
invocation of surgery. No one should exhibit the 
temerity to insist that only one form of treatment is 
applicable in malignant disease. This would have 
a tendency to mislead the public and result harm- 
fully. The radiotherapeutist, the roentgenologist 
and the surgeon should cooperate and make no state- 
ment to the patient that cannot be fully substantiated. 
It would appear that roentgenologists and radio- 
therapeutists have been prone to record their apparent 
cures of malignancy, but so far as can be ascertained 
they have been equally prone to refrain from report- 
ing their failures. 

Statistical data: Statistics show that penile carci- 
noma is comparatively rare, comprising less than 
2% of malignant neoplasms. During a period of 
thirty-three years only 93 patients with malignant 
penile growths were admitted to the Massachusetts 
General Hospital. Among 1685 patients with car- 
cinoma admitted to the Charity Hospital, New 
Orleans, La., during nine years, in only 39 was the 
penis involved. In 7881 admissions for primary 
carcinoma, cited by Andrews, 62 patients had penile 
malignancy. In the St. Louis, Mo., City Hospital, 
among 260 patients admitted for carcinoma during 
four years, 5 had malignant penile neoplasms. In the 
Louisville City Hospital, although the records are 
not entirely complete, probably not more than six or 


seven patients with penile carcinoma have been ad- 
mitted during the last ten years. 

While no age is entirely exempt from malignant 
growth in any situation, penile carcinoma is uncom- 
mon in individuals less than fifty years old; the 
majority have been noted between fifty and seventy. 
It is stated that penile carcinoma has never occurred 
in a man who had previously been circumcised. If 
this be true it furnishes an important argument in 
favor of universal circumcision in early life as a 
prophylactic measure. It would appear, however, 
that presence of the prepiice might be beneficial 
rather than otherwise because of the protection from 
irritation thus afforded the glans. 

It is recognized that, particularly in those of ad- 
vanced age, chemical, thermal and mechanical irrita- 
tions may be important exciting factors to the de- 
velopment of malignancy. In so far as the penis is 
concerned, carcinoma may occur at the site of the 
former chancre, ulcer of any type, herpes, traumatic 
and inflammatory lesions, etc. Phimosis is consid- 
ered one of the most frequent exciting causes, being 
present in about ninety per cent of the cases recorded. 
It seems reasonable to presume, however, that phim- 
osis was secondary rather than a primary manifesta- 
tion which owed its origin to preputial and penile 
edema and infiltration caused by the malignant de- 
velopment. 

The study of penile carcinoma revives the theory 
of the infectious nature of this disease. For ex- 
ample, one author (McFarland) collected from the 
literature eight cases in which penile carcinoma fol- 
lowed contact with cervical carcinoma. Bruce, 
Mesiroe and several others have cited similar ex- 
amples. A number of years ago I discussed rather 
fully the etiology of carcinoma, and have found no 
reason since that time to change my view, that the 
cause is a living entity capable of reproducing itself. 

Juttner (quoted by Johnson) classifies penile epi- 
theliomata into three groups: (1) papillary neo- 
plasms, (2) carcinomatous ulcers, and (3) non- 
papillary carcinomatous tumors. “Malignant disease 
of the penis occurs almost invariably as an epithelial 
carcinoma and begins with about equal frequency on 
the inner surface of the prepuce and upon the glans.” 
(Morton.) Its mode of commencement, says Jacob- 
son, is various, appearing frequently as: (a) a wart 
or warty excrescence, (b) a small indurated nodule 
beneath the mucosal surface, (c) a superficial ex- 
coriation or erosion, (d) an ulcer from “chancroid,” 
a cicatrix or preputial fissure, (e) rarely by extension 
from the scrotum or urethra. 
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PEDERSEN—ADJUSTABLE SYRINGE. 


Fesruary, 1924 


AN ADJUSTABLE, STERILIZABLE 
SYRINGE. 
Victor Cox PEDERSEN, A.M., M.D., F.A.C.S., 


New York Ciry. 


The purpose of devising the syringe here described 
was to produce an instrument that is stable, adjust- 
able, sterilizable and suitable for accurate small 
doses of drugs such as mercury and of biological 
products such as tuberculin. 

_ Stability has been secured by using the standard 
metal frame with an inner barrel, not of plain 


glass but of boiler gauge. glass having a wall about 
an eighth-inch in thickness, withstanding average 
blows and pressure, and carefully annealed, resist- 
ing the temperature of boiling or superboiling water. 
No other syringe that I know of meets these two 
requirements. 

Sterilizability by boiling is provided by having all 
packing and washers of asbestos and the glass bar- 
rel of genuine Scotch annealed boiler gauze-glass. 
Hence the syringe may be put into boiling water 
with impunity. 

Adjustability is obtained by the usual expanding 


asbestos plunger whose length is sufficient to dis- 
tribute the pressure over about 1 cm. of the glass 
barrel which decreases tendency to split the glass 
and increases the suction power. The lower washer 
of the plunger has two long spurs which engage in 
a slot in the needle-hub of the barrel in such a way 
as not to interfere with the asbestos washer be- 
tween the glass barrel and the hub. 

The measurement of dose is determined by having 
the total capacity of the syringe 1 c.c. The subdi- 
visions are in tenths and marked on the metal piston- 
rod so that dark or white contents will not obscure 
them on the glass as they do in syringes having the 
graduations marked on the glass barrel itself. 

In the care of the syringe it is well to fill it over 
night occasionally with sterilized albolene or olivé 
oil so that the asbestos packing of the plunger and 
the asbestos washers will always be soft. The pho- 
tograph is full size and shows the proportions of the 
needle. 

This syringe has been in use very satisfactorily 
for two years. During this time it has been the 
most satisfactory small syringe in my possession and 
is therefore here recommended. This syringe is 
very like one which I devised and published many 
years ago, but its great improvement is the use of 
genuine Scotch gauge glass, asbestos washers and 
the special protection afforded to them from the 
spurs when the piston is expanded. 

45 WEST 9TH STREET. 


INTESTINAL OBSTRUCTION. 


The failure to pass gas, if the evidence is certain, 
is conclusive of intestinal stasis, but one must be 
on guard against a false interpretation of the results 
of enemata. Great care must be exercised so that 
no air is introduced with the fluid of a probative 
enema. Stool may be passed with enema in the 
presence of a high obstruction but the stool so 
passed was present in the bowel below the point of 
obstruction. I have placed the signs and symptoms 
first in importance in the making of a diagnosis, but 
the history is in itself often diagnostic. The his- 
tory of previous operations, of a long standing 
hernia, or of recurring attacks of severe abdominal 
pain with sudden cessation, are indicative. Exam- 
ination of the patient may reveal an obstructed 
hernia, a mass in the abdomen, or a mass in the rec- 
tum. The judicious employment of the stomach 
tube gives information of first importance.—L. 
MILLER Kaun in the New York State Journal of 
Medicine. 


wh 


— 
hy 
| | 
ne 
Ja 
by 
dir 
set 
i. 
ne 
bet 
the 
Sur 
of 
Pas 
ing 
lu 
fo 
not 
uni 


rtain, 
st be 
sults 
that 
ative 
1 the 
ol so 
nt of 
ytoms 
s, but 
> his- 
nding 
minal 
‘xam- 
ucted 
e rec- 
mach 


al of 


Vor. XXXVIII, No. 2 


EDITORIALS. 


AMERICAN 39 
JOURNAL OF SURGERY 


American Journal of Surgery 


PUBLISHED BY 


SURGERY PUBLISHING CO. 


Established by J. MacDonald, Jr., M. D. 


PUBLICATION OFFICE 
425 CARROLL STREET, ELMIRA, N. Y. 


ADMINISTRATION AND EDITORIAL OFFICE 
15 EAST 26TH ST., NEW YORK, U. S. A. 
where all communications intended for the Editor, original articles, 


books for review, exchanges and business letters 
should be addressed. 


SUBSCRIPTION PRICE, TWO DOLLARS 
FOREIGN, TWELVE SHILLINGS 


Original Articles and Climicat Reports are solicited for publica- 
tion with the understanding that they are contributed exclusively for 
this journal. 

It ts of advantage to submit typewritten manuscript; it avoids 


errors. 
CHANGE OF ADDRESS. Subscribers changing their address 


. should immediately notify us of their present and past locations. 


We cannot hold ourselves responsible for non-receipt of the Journal 
is such cases unless we are thus notified. 

ILLUSTRATIONS, Half-tones, line etchings, and other illustra- 
tions will be furnished by the publishers when photographs or draw- 
ings are supplied by the author. 


SPECIAL NOTICE TO SUBSCRIBERS 
The “American Journal of Surgery” is never sent 
to any subscriber except on a definite written order. 
Present and prospective readers please note this. 


WALTER M. Brickner, B.S., M.D., F.A.C.S., Editor 
New York City 


Evcmira, N. Y., FEBRUARY, 1924. 


ULNAR NERVE PALSY AS A LATE SEQUEL 
OF ELBOW FRACTURE 


Paralysis of the ulnar nerve in forearm and hand 
appearing very long after, but arising indirectly 
from, fracture at the elbow was instanced in the J. 
B. Murphy Clinics in 1914 and it was described 
more at length, with case reports, by a New York 
neurologist, J. Ramsay Hunt, in 1916. The phe- 
nomenon had been earlier recognized, however, in 
European medical literature, German, English and 
especially and first, the French. Quite short, nev- 
ertheless, is the bibliography of the subject, as re- 
corded in the latest publication, by Edwin M. Miller 
of Chicago, in Surgery, Gynecology and Obstetrics, 
January, 1924. Miller records seven cases observed 
by him, and briefly cites the literature. He says: 
From a careful analysis of this literature and from a 
direct study of clinical cases, the following facts may be 
set down as being characteristic of this clinical picture: 
1. The primary cause in practically all cases of late ulnar 
nerve palsy is a fracture at the elbow in childhood, usually 
between the third and fifth year. 2. Although occasionally 
the site of injury may be at the internal condyle or in the 


supracondylar region, in the vast majority of cases the line 
of fracture begins laterally just below the epicondyle and 


passes obliquely downward and inward into the joint, caus- 


ing a complete separation of the external condyle (capitel- 
lum). 3. The broken capitellum is displaced laterally and 
forward, and the fractured surface is twisted outward, is 
not accurately reduced by manipulation, and as a result non- 
union of the condyle occurs. . The growth of the humerus 


on its lateral side is thus interfered with to such an extent 


that a cubitus valgus gradually develops. 4. As the de- 
formity increases the olecranon process becomes impinged 
against the medical condyle, the ulnar groove becomes but 
a shallow depression and the nerve itself displaced from 
its bed, where it becomes subjected not only to stretching 
when the arm is flexed and extended but to repeated slight 
trauma which in time leads to partial or complete ulnar 
palsy. 5. This paralysis may begin as early as 3 years or 
as late as 40 years after the injury, but in the majority 
(40%) of cases it is noticed between the twentieth and 
thirtieth year after the fracture occurs. 


Miller thus clearly describes a type of elbow frac- 
ture in childhood as a result of which, in adult years, 
an ulnar nerve paresis or paralysis may develop; 
and the pathogenesis of that paralysis is also clearly 
expounded. He thus adds another cogent reason 
why such articular elbow fractures should be ade- 
quately reduced—if need be by open operation. 

Both casuistically and in description, however, 
Miller recognizes only elbow fractures in children 
as the cause of late ulnar paralysis; indeed, he says 
that fracture in childhood is the primary cause “in 
practically all cases.” It seems to us important to 
state that also after elbow fractures in adults ulnar 
nerve paralysis may develop as a late sequel. Our 
own limited experience would indicate, too, that the 
fracture may be of whatever type (and however 
slight in extent) from which a growth of fibrous 
tissue may gradually compromise the nerve. 

If, then, a person presents symptoms of a begin- 
ning distal ulnar nerve paresis or an established 
paralysis, many months or many years after an elbow 
fracture, it is important to bear in mind the probable 
relationship. And if the cause and the location of 
the nerve lesion are thus determined to be at the 
elbow it is also important to release the nerve at that 
level without delay; for the longer the mechanical 
involvement of the nerve is allowed to operate the 
longer will it take to recover after operation and 
the less favorable will be the prognosis for complete 
recovery. Miller tells us that the operations that 
have been employed have been: correction of the 
bone deformity only; liberation of the nerve; neuro- 
lysis and replacement in a freshly made bone groove 
lined with a fascial flap; transplantation of the 
nerve to the flexor side of the elbow. The latter 
procedure is the most surgical and the most certain ; 
the others, it seem to us, carry an inherent chance 
of recurrence of the nerve involvement. The opera- 
tion is not a large one. The nerve is readily ex- 


posed; its liberation requires only delicacy; and its 
dislocation to a bed of normal tissue on the flexor 
aspect usually presents no difficulty. It is much the 
same procedure as is employed to shorten the course 
of the ulnar nerve to effect its suture after injury 
or resection. 
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THE PATHOLOGY OF HABITUAL SHOUL- 
DER DISLOCATION 


On another page in this issue of the JOURNAL is 
abstracted at some length an article by the British 
orthopedic surgeon, A. S. B. Bankart, who points 
out that the commonly accepted notion of the patho- 
genesis and pathology of recurrent dislocation of 
the shoulder is faulty and that, accordingly, the op- 
eration of reefing the capsule or that of supporting 
_it by muscle transplantation is wrong in principle 
and helpful only insofar as it limits shoulder mo- 
bility. He tells us that the violence that produces 
a dislocation of the shoulder that becomes habitual 
is a mechanism different than that from which ordi- 
nary shoulder dislocations result. The lesion in 
these recurrent cases is, he says, a tearing away of 
the anterior portion of the circumference of the 
fibrous joint capsule from the glenoid ligament. : 
it is that defect that should be repaired. This 
lesion he has demonstrated in four successive op- 
erations. 

We call attention to this here because the teaching 
is, so far as we know, quite new; but also, and 
especially, because it illustrates again how much that 
we take for granted, or accept as established in sur- 
gical pathology, is upset when the condition is sub- 
mitted to critical and intensive study. There are 
many more surgical lesions, even in the field of trau- 
matic surgery, where similar critical observation 
may correct faulty theories. Especially in the com- 
mon disabilities of the shoulder and the knee is there 
still much room for needed definition and pathologic 
precision. 


HENRY ORLANDO MARCY 


New Year’s Day marked the passing of an inter- 
esting figure in the history of American surgery, 
when Dr. Henry O. Marcy died in Cambridge, 
Mass., in his eighty-seventh year. His early sur- 
gical training was as medical director on Sherman’s 
staff in the Carolina campaign. He was Lister’s first 
American pupil, and an ardent pioneer in the de- 
velopment of qntiseptic surgery in this country. He 
introduced antiseptic ligatures in radical hernia op- 
erations; and, a decade later, wrote treatises on the 
anatomy and surgery of hernia and of the perineum. 
He made important contributions to the technic of 
myomectomy and to various gynecologic subjects, to 
surgery of the knee-joint and to other surgical 
topics. Perhaps, however, he will be most remem- 


bered as the introducer of kangaroo tendon into 
surgery. 
Dr. Marcy was a prominent figure in international 


medical congresses ; he was honored by membership 
in various foreign medical societies ; and he had been 
president of the American Medical Association and 
the American Academy of Medicine. 

His contributions to the civic betterment of Cam- 
bridge (and Boston) were, like his contributions to 
surgery, numerous, distinctive and lasting. 

Courteous, polished, witty, Dr. Marcy was a de- 
lightful personality—a true representative of a cul- 
tured New England type that has builded so large 
in America’s development. 


Progress in Surgery 


Selections from Recent Literature 


Finger-tip Infections. E. L. Exrason, Philadelphia. The 
Therapeutic Gazette, December 15, 1923. 

A throbbing “point” pressure painful finger pulp should 
be opened within twenty-four hours. 

The peculiar anatomy on the dorsum of the finger-end 
tends to keep most infections superficial, but on the palmar 
aspect a rapid, deep and destructive condition develops. 

The transverse incision gives the best immediate and ulti- 
mate results in felons. ; 

Incisions should be made under general anesthesia and 
preferably behind a tourniquet. 

Rest, moist hyperemia and adequate early drainage are 
the indications. 


The Temperature of the Skin Over Lipomata. Haro.p 
Burrows, England. The Lancet, December 22, 1923. 
The relative coolness of the skin overlying a lipoma, as 
compared with that of a similar area on the apposite side 
of the body, is so considerable that it can be appreciated 
readily by palpation with the palm of the hand; and as a 
diagnostic aid is reliable. 


Roentgen-ray Therapy in the Treatment of Exophthal- 
mic Goiter. G. M. Goopwin and W. B. Lone, New 
York. The American Journal of the Medical Sciences, 
January, 1924. 

The cases selected for this study were of the toxic 
exophthalmic type. They presented general enlargement 
of both thyroid lobes and isthmus, the swelling being dif- 
fuse and smooth, not nodular. No case of toxic adenoma 
are included in this group, since there seems to be little 
doubt that surgery is the proper method of treatment in 
this tvpe. 

The roentgen-ray technic employed consisted in the 
administration of approximately two-fifths of an ery- 
thema dose, filtered through aluminum, to alternate sides 
of the neck each week. A uniform distance of 35 cm. 
from the target to the skin was used. Filtration was ac- 
complished by 3 mm. of aluminum. The potential at the 
tube terminals was 140,000 volts, peak, corresponding to 
a spark gap of 10 inches between points. Five milliam- 
peres were used, and the time of exposure uniformly five 
minutes, with the exception that in highly toxic cases 
this dose was still further reduced. 

The report includes 9 cases. In 5 the results of treat- 
ment have been satisfactory. In 1 the influence of treat- 
ment is doubtful, and in another no conclusion can be 
drawn because treatment was interrupted. In the 2 re- 
maining cases the toxemia seemed to increase in spite of 
prolonged treatment. In the 5 favorable cases the au- 
thors are unable to speak of the permanency of benefit 
or tendency to recurrence of symptoms. 


Parathyroid Glands in Relation to Surgery. T. P. Dun- 
HILL, London. The British Medical Journal, January 

5, 1924. 
The position of the larger parathyroid on each side is 
close to the posterior border of the lobe, near the spot 
where the inferior thyroid artery breaks up into its 


Ve 
b 
b 
t 
ti 
b 
ol 
t 
Ve 
a 
hi 
t 
te 
re) 
4 
in 
| | 
Ca 
th 
fo 
im 
or 
4 ve 
ab 
d 
q st 
wi 
int 
be 
Ww 
the 
he 
af 
su 
the 
4 au 
pe 
O; 
at 
dri 
ax 
ne 
of 
rec 
kn 
wi 
pa 
ple 
sol 
w 
pre 
ph 
anc 
ba 
ple 
the 
Th 
the 
pe 
Sitt 
rub 
duc 


The 
should 


er-end 
almar 


i ulti- 
a and 


fe are 


[AROLD 
923. 

na, as 
e side 
ciated 
[asa 


hthal- 
New 
ences, 


toxic 
=ment 
g dif- 
noma 
little 
ent in 


n the 
 ery- 
sides 
5 cm. 
aS ac- 
at the 
ng to 
Iliam- 
y five 
cases 


treat- 
treat- 
an be 
2 re- 
ite of 
au- 
enefit 


Dun- 
nuary 


ide is 
spot 
its 


Vor. XXXVIII, No. 2 


PROGRESS IN SURGERY. 


AMERICAN 41 


JOURNAL OF SURGERY 


branches before entering the gland. Its blood supply is 
from one of the branches of the inferior thyroid artery 
generally; occasionally from an anastomosis between a 
branch trom the superior and inferior arteries. Freeing 
this area of the lobe is a difficult part of a thyroid opera- 
tion, and therefore damage to a parathyroid may occur 
by removing it with the thyroid lobe or by including it 
or its blood supply in a ligature. To avoid these two 
dangers C. Mayo ligates the branches of the inferior 
thyroid artery within the capsule of the lobe. De Quer- 
vain ligates the trunk of the inferior thyroid artery well 
away trom the gland, immediately it emerges from be- 
hind the carotid sheath. Dunhill considers that the para- 
throids are best protected by clean dissection of the pos- 
terior borders of the thyroid gland, ligating the branches 
of the inferior thyroid artery as they enter the gland. 

In the treatment of tetany after operation, injection of 
4 grams of calcium lactate proved completely effective 
in his two cases. 


Contribution to the Surgery of the Heart and Pericard- 
ium. (Beitraége zur Chirurgie des Herzens und des 
Herzbewtels). H. Kuose, Frankfort. Archiv fiir 
Kthimische Chirurgie, Volume 1206, 1923. 

As a result of his observation in clinical and experimental 
cases, Klose has reached some interesting conclusions in 
the surgery and surgical pathology of wounds of the heart 
and pericardium. Heart musculature heals by means of the 
formation of scar tissue, which is usually small in amount, 
indeed, so small that the possibility of secondary hemorrhage 
or of aneurism formation in spontaneously healed wounds is 
very great. ‘This is also true of wounds sutured with absorb- 
able material. The suture material of choice is silk, intro- 
duced in an interrupted, never in a continuous or purse 
string, fashion. It should be the thinnest possible compatible 
with strength, since it destroys muscle tissue wherever it is 
introduced. A piece of pericardium, fat, or muscle, may 
be plastered over the suture line, to give added strength 
where necessary for checking hemorrhage. When suturing 
the heart it must not be grasped with sharp instruments or 
held with a fixation suture, but should be held in the hand 
after the method of Rehn, compressing the veins, and the 
sutures are tied in diastole. Care must be taken to avoid in 
the sutures the part of the heart containing the conduction 
system and the coronary vessels. Hemorrhage from an 
auricle should be controlled by ligature. Closure of the 
pericardium should be complete. 


Operation for Acute Empyema on Physiologic Lines. 
Otto C. PickHarpt, New York. Archives of Surgery, 
january, 1924. 

This operative procedure was devised to combine the 
advantages of “open” and “closed” methods of empyema 
drainage. The steps are: 

1. Four or five inches of the 6th or 7th rib in the post- 
axillary line are resected subperiosteally, the intercostal 
nerve above and below the rib being blocked, and a dia- 
mond-shaped area of soft parts above it. 2. Aspiration 
of the pleural cavity to insure that the incision is cor- 
rectly placed for entering the abscess cavity. 3. A small 
knife stab through the bed of the resected rib and pleura, 
with immediate introduction of the metal suction ap- 
paratus, by which the cavity is sucked dry. 4. The 
pleural incision is lengthened to the cut ends of the ribs. 
Thorough cleansing of the empyema cavity with saline 
solution, poured from a pitcher and then sucked out, 
which is repeated until the cavity is clean. During this 
process, amazing masses of fibrin will come forth. 5. 
Thorough visual and digital examination of the dia- 
phragm, collapsed or compressed lung and thoracic wall, 
and examination for secondary pockets of pus, fibrous 
bands, etc. 6. The forefinger is introduced into the 
pleural cavity toward the angle of the ribs, to pick out 
the most suitable spot for permanent intercostal drainage. 
This spot must be at least one intercostal space above 
the diaphragm and as near as possible to the most de- 
pendent part of the cavity, with the patient in a semi- 
Sitting position, inclining toward the operated side. 7. A 
rubber tube of suitable size with one side-hole is intro- 
duced through the intercostal space after a little 0.5 per 


cent. procain has been injected. The tube is tightly 
fitted through a large flat cork, and after a silk worm 
suture is inserted at either end of the stab wound to 
insure against leakage, the cork is tightly pressed against 
the chest wall, having a thin layer of gauze between it 
and the skin. A clamp is placed on the distal end of the 
tube, which is about 2 feet long. 8. The upper rib re- 
section wound is now cleansed and disinfected with 
plenty of 10 per cent. iodoform-ether solution, a sponge 
being held within the pleural cavity. 9. The wound is 
then closed in layers with a full curved needle and No. 2 
plain gut interrupted suture. The first layer comprises 
pleura (greatly thickened), periosteum and a bit of deep 
muscle. Particular care must be given to the most 
lateral of the sutures in this layer to insure close approx- 
imation. In the second layer, interrupted plain gut is 
used for closure of the intercostal muscles; in the third 
layer, continuous fine plain gut for the wascia, and silk- 
worm gut for the skin. This gives a tightly closed 
wound, and of course no drainage of any kind is added. 
A dry dressing is applied. 10. By means of interlacing 
and criss-cross 2-inch adhesive plaster strips liberally 
applied, the cork is kept tightly pressed against the chest 
wall with the proximal end of the drainage tube firmly 
held within the pleural cavity. 11. The patient is brought 
to his bed and the distal end of the tube slipped over a 
glass connecting tube which is attached to a second rub- 
ber tube going through a close fitting cork into the bot- 
tom of a large glass bottle half filled with 1:5000 mer- 
curic chlorid solution. 12. The clamp is now removed. 
‘Lhe patient is instructed to cough, and immediately the 
remaining contents of the empyema cavity with bubbles 
of air appear in the fluid—and negative pressure is being 
striven for. 

By this method it seems that results are better and 
healing is more rapid. Taking the average total drain- 
age days in Pickhardt’s first ten cases, healing was ac- 
complished in twenty-nine days. The average time in the 
last five was only nineteen and nine-tenths days. The 
thoracotomy wound heals per primam. 

‘Lo be able to give to thése patients comparative ease 
in breathing; to do away with the constant terror of con- 
tinuous dressings, and at the same time feel that the 
pleural cavity is clean and conditions are becoming nor- 
mal is a goal to be achieved. 


A New Gastric Function Test. (Neue Funktionspriifung 
des Magens.) K. Guaszner and H. WirttGENsTEIN. 
Wiener rlimsche W ochenschrift, November 8, 1923. 

Neutral red in a 1% watery solution is injected intra- 

gluteally. The amount used is 4 c.c. Observations are made 
by way of a duodenal tube. A normal stomach excretes 
neutral red in 12-15 minutes after injection intragluteally. 
Stomachs with increased acid secretion excrete the dye mm 
about 8 minutes, while those with decreased acid secretion 
require 25-45 minutes, and in achylic stomachs there is no 
excretion aiter 14% hours of observation. Moreover, the 
dye is not excreted in those cases in which the pyloric por- 
tion has been resected or in which it is rendered functionless 
by a tumor mass which displaces it. The authors feel that 
the test will be of great practical value in studying disturb- 
ances and variations in gastric acidity. Moreover in opera- 
tive work it should prove useful because the dye stains red 
the acid bearing portion of the stomach and graphically sepa- 
rates it from the remainder of the stomach, which will enable 
the surgeon to determine exactly how much of the stomach 
organ to resect. 


A Study on Focal Infection and Elective Localization in 

Ulcer of the Stomach and in Arthritis. T. NAKAMURA, 

Rochester, Minn. Annals of Surgery, January, 1924. 

The tonsils of patients suffering from ulcer of the 
stomach and arthritis commonly harbor streptococci 
which tend to localize, respectively, in the mucous mem- 
brane of the stomach and in the joints of animals, and 
produce ulcer and arthritis in them, which is not true 
of streptococci in the tonsils of normal persons. Hence, 
it may be concluded that foci of infection harboring 
streptococci having elective localizing power are impor- 
tant factors in the primary cause and the persistence of 
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ulcer of the stomach and arthritis. Nakamura records 


his experimental studies. 


Esophagospasm as an Early Symptom of Carcinoma of 
the Stomach. ( Oesphagospasmus als Friihsymptom 
des Magenkarzinoms). H. ScHLESINGER, Vienna. 
Wiener Klinische Wochenschrift, December 13, 1923. 

Carcinoma of the stomach at a distance from the cardia 
displays as the first symptom and only sign for a long period 

a temporary esophagospasm usually confined to the upper 

third of the esophagus. This spasm prevents the passage of 

food or of a sound, but there remains no obstruction after 
it has disappeared. The presence of a spasm should suggest 
carcinoma of the stomach though not necessarily diagnostic 
of it. It has its analogy in erection of the small gut in 
cases of carcinoma of the stomach as described by Notnagel. 

The esophagospasm is probably due to reflex action by way 

of the vagus and it is localized more often to the upper 

third of the esophagus because of the much greater vagus 
innervation in that region. 


The Relation of Gastric and Duodenal Juices to Gall 
Stone Disease. (Uber das Verhdltnis des Magen- 
und wLuodenalsuftes sur  Gallenstetnerkrankung.) 
Grorc CouHN, Berlin. Archiv fiir Klinische Chirurgie, 
Volume 127, 1923. 

There is a definite relation between gall-bladder dis- 
ease and gastric secretion which apparently depends up- 
on the disturbance of intracholangovesical pressure. 
Subacidity is almost constantly associated with gall- 
stone disease and achlorhydria with removal of the gall- 
bladder. The achlorhydria after ectomy is permanent 
and independent of age, sex, or preceding acute or 
chronic process, or smooth or complicated operation. 
There is no etiological relation between hypofunction 
and stomach trouble. If and how far, through loss of the 
gall-bladder and of bile, the presence of ferments in the 
gastric and duodenal juices is influenced has not been 
made clear. 


Recurrent Cholelithiasis. H. Ryerson Decker, Pittsburgh, 
Pa. The Atlantic Medical Journal, January, 1924. 

Gall stones re-form in about 1% of cases. Secondary 
operations are needed in 8% of biliary tract cases. At the 
second operation, stones are found in 50%. ‘They are true 
recurrences in about 7%, and “overlooked” or “doubtful” 
in the balance. 

The clinical picture of recurrent cholelithiasis resembles 
that of the primary disease. It depends upon the location 
of the stones, as well as the condition of the gall-bladder 
and ducts. Ultimate prognosis in recurrent cases is favor- 
able. Operative mortality is about 5%, and two to three 
times the mortality for primary operations. 

Of etiological factors, infection and biliary stasis are the 
most important. Less so, are the amount of bile salts se- 
creted by the liver and hypercholesterinemia. The presence 
of the gall-bladder increases the likelihood of recurrence’ 
50%. 

Treatment is surgical, and by way of prophylaxis should 
include painstaking technic at primary operation, cholecys- 
tectomy rather than cholecystostomy, and prolonged biliary 
oe Vaccine therapy and dietetic measures are of less 
value. 


The Contraindications to Cholecystectomy. Joun H. 
Gispon, Philadelphia, Pa. The Atlantic Medical Jour- 
nal, January, 1924. 

The chronically inflamed, thickened and adherent gall- 
bladder should be removed and not drained. Cholecystect- 
omy should not be done in the majority of cases of acute 
infection with jaundice. In these it is often difficult to de- 
termine definitely that the common and hepatic ducts do not 
contain stones or that we have removed all of them, and 
therefore, drainage of the gall-bladder, as well as the com- 
mon duct, is better than removal of the gall-bladder and 
drainage of the duct. This latter procedure has produced 


most of the instances of persistent biliary fistula from the | 


common duct. In the presence of an acute inflammation 


in and about the ducts, exploration to determine patulency 
is dangerous and unsatisfactory. Drainage is far. safer, 
even if a second operation becomes necessary later. In cer- 


tain cases it is well deliberately to divide the operation into 
two stages. 

In most cases where the acute symptoms of infection are 
absent, but where stones are found in the common duct, or 
in the common and hepatic ducts, or where sand or mud are 
found in the common duct, the gall-bladder, or at least its 
terminal portion, should be preserved and drainage estab- 
lished through it, as well as from the common duct. It is 
this type of case in which a recurrence of symptoms after 
apparent cure is most apt to occur. If a second operation 
becomes necessary in these cases the patient is better with 
a gall-bladder than without. rt 

Although cholecystectomy may be the best operation in 


the majority of cases of chronic pancreatitis, the reverse is 


true in acute pancreatitis and, if this is accompanied by 
jaundice, cholecystectomy is contra-indicated. 


Palpation of the Spleen. S. MippteTon, Madi- 
son, Wis. The American Journal of the Medical 
Sciences, January, 1924. 

A new method for palpation of the spleen is described 
in which the posteriorly placed flexed forearm of the 
patient supplants the examiner’s hand in inducing an- 
terior displacement of the lower ribs. A padded, taper- 
ing roll or sand bag might be substituted for the arm in 
hospital practice; but for general practice this refinement 
is unnecessary. 

Palpation of the liver and the kidneys are facilitated 
by this method. 


The Splenomegalias. Witt1Am J. Mayo, Rochester, Minn. 
The Boston Medical and Surgical Journal, January 3, 
1924. 

While the function of the normal spleen is not impor- 
tant, the diseased spleen is a serious menace to the con- 
stituents of the blood and to the liver. 

The spleen apparently does not initiate the pathologic 
processes with which it is concerned, but acts as a sec- 
ondary agent. 

Removal of the spleen in the splenomegalias and in 
certain blood states removes a pathologic agent, or breaks 
up a vicious circle. 

In the estimation of the benefit to be derived from 
the removal of the spleen, the entire syndrome of which 
it is a part must be considered. 

A chronically enlarged spleen which does not yield to 
reasonable medical treatment should be removed early, 
unless, in the individual case, there are contraindications. 


Contribution to the Study of the Giant Appendix. (Con- 
tribution a létude de lappendice géunt). A. HAMANT 
and Cu. Matuieu, Nancy. Revue de Chirurgie, No. 8, 
1923. 

The large cystic appendices are found as frequently at 
autopsy as at operation. In one group of cases 55 were dis- 
covered at autopsy and 66 at operation. The etiology may 
be a normal involution or obliteration, a general prolifera- 
tive and ulcerative inflammatory process, or specific infec- 
tions such as typhoid, tuberculosis, and syphilis. Malignant 


changes in the appendix give rise to large appendiceal . 


masses. Occasionally twists or compressions may be the 
cause. The size of the masses varies from that of an adult 
finger to that of an adult head. The contents are usually 
mucoid in character and the walls show changes due to dis- 
tention and inflammation. The symptoms are usually those 
of chronic appendicitis, but without recurrent attacks, with 
a feeling of weight and pressure in the right lower quadrant 
of the abdomen. There is nothing distinctive in differential 
diagnosis. The complications are infection, descent into a 
hernial sac, rupture of the cyst, and peritoneal pseudo- 
myxoma. 

The authors add 3 cases of their own observation to the 
literature. 


Renal Tuberculosis. (Nierentuberkulose). H. Kirrner, 
Breslau. Archiv fiir Klinische Chirurgie, Volume 126, 
1923. 

This report is based upon 103 cases of proven renal tuber- 
culosis. The right side was more commonly affected than 
the left, particularly in females. The bladder was infected 
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in no less than 90% of the cases, mostly in the form of an 
ulcerative process in the brigone and a bullous edema at the 
ureter orifice. The genitalia were affected in men in 40% 
and in women in only 2% of the cases, while tuberculosis 
elsewhere in the body was found in one-quarter of the cases. 

{n unilateral lesions nephrectomy was performed always, 
and, indeed, as early as possible. In bilateral renal lesions, 
the kidney most affected was extirpated. The entire ureter 
was removed when possible in order to avoid a troublesome 
stump of purulent ureter and also to prevent the spread of 
tuberculosis in the bladder. 

The immediate mortality after nephrectomy was 8.5%, 
while the later mortality (ie., within 3 years) was 21.8% 
due, as a rule, to pulmonary tuberculosis and infection of the 
remaining kidney. The results in the cases that lived were 
remarkably good, and the earlier the operation the better 
they were. Results were followed for as long as 15 years. 
Gain in weight was noticeable in 35% of cases; micturition 
became normal in 63% of cases. Several women success- 
fully went through 3 pregnancies. Conservative treatment 
was successful in only 10% of cases. In only two cases was 
there apparent healing of the tuberculous lesion. 


Cure of a Retroperitoneal and Perinephritic Infection 
(Abscess) in Intravenous Injection of Mercuro- 
chrome. HucH H. Youne, Baltimore, Md. Bulletin 
of The Johns Hopkins Hospital, January, 1924. 

Results obtained with mercurochrome intravenously 

in septicemias prompted Young to use it in a case of as- 
cending retroperitoneal infection in which the necessity 
for immediate incision for drainage seemed imperative. 
Cultures from the bladder urine showed colon bacilli. 
Mercurochrome in intravenous dosage of five milligrams 
per kilogram of body weight (23 cc. of a 1% aqueous 
solution per 100 pounds), was wonderfully successful. 
After a pronounced reaction accompanied by chill and 
fever which reached 106°F. two hours later, there was a 
rapid subsidence of the temperature which reached nor- 
mal in twelve hours. There was at the same time rapid 
disappearance of pain, tenderness and muscle spasm, 
and on the following day all signs of toxicity had prac- 
tically disappeared, and the patient went on to a rapid 
and uneventful recovery. 


A Case of Third Ureter and Third Kidney as Cause of 
Incontinence of Urine. (Uber einen Fall von III. 
Ureter-und III. Nierenanlage als Ursache einer “In- 
continentia urinae,” zugleich ein Beitrag fiir eine falsch 
angewandte Goebell-Stoeckel’sche Inkontinenzoperation) . 
Lupwig Zentralblatt fiir Gynékologie, 
1923, 47:Nr. 50-51, 1879. 

The patient was 19 years of age. When two years old 
she had diphtheria and since then is said to have suffered 
from urinary incontinence. From that time on all methods 
in vogue for the cure of bed wetting were employed on 
this poor individual. Coercion, repeated epidural injections, 
twisting of the urethra by Gersuny’s method were all em- 
ployed in vain. In 1922 a Stoeckel’s operation (transplan- 
tation of the rectus abdominis fascia with looping around 
th urethra) was performed by the author with no improve- 
ment. A chance observation of a minute suburethral open- 
ing finally led to the correct diagnosis. Cure was effected 
by implanting the left third ureter into the bladder by 
means of a transperitoneal operation. 


Hydroureter and Hydronephrosis: A Frequent Secondary 
Finding in Cases of Prolapse of the Uterus and 
Bladder. JosepH Bretraver and I. C. Rusin, New 
York. American Journal of Obstetrics and Gynecology, 
December, 1923. 

One notes the sallow, weazened expression of patients 
with long standing prolapse, their appearance of premature 
senility, though they may be of the fourth decade of life, 
indications of more serious functional disturbances than 
would arise from the mere physical deformity of the uterus. 
Uremic and suburemic manifestations are not infrequent in 
these patients, and are particularly apt to be encountered 
after an operation for the cure of genital prolapse. The 
Operation, moreover, is still attended by an appreciable 
amount of shock which can not be accounted for by the 


duration of the anesthesia, loss of blood or by so-called 
surgical trauma. 

Tandler and Halban observed in 1907 that ureteral dilata- 
tion and hypertrophy so frequently accompanied prolapse as 
to constitute a typical finding. 

Of ten investigated cases of prolapse, six were complete 
procidentias with large cystoceles, and four were partially 
prolapsed. Eight of the cases had hydroureter and hydro- 
nephrosis. In two the urologic examination failed to show 
any abnormality; these were partial prolapses, one of which 
was accompanied by a large cystocele and the other by a 
moderate-sized cystocele. There were four cases of bi- 
lateral hydronephrosis, and the other four had only one 
sided lesion. In general the complete prolapses were asso- 
ciated with large cystocele and showed the bilateral kidney- 
ureter dilatation. In one case, an elderly nullipara with a 
slight cystocele, the dilatation of the renal pelves was bi- 
lateral, but of a moderate degree. In one other case, a large 
cystocele and no prolapse, there was a moderate unilateral 
hydronephrosis showing that the dislocation of the bladder 
itself produces ureteral stasis and dilatation. 

Pessaries were worn by only three of these patients. In 
one of these there was a unilateral hydronephrosis; in an- 
other, a moderate bilateral hydronephrosis. In the third 
case no dilatation was found although the patient wore the 
pessary at irregular intervals. 

The older the patient and the longer the duration of the 
prolapse, the more likely that dilatation of the kidney pelves 
and ureters will be associated with it. From the large per- 
centage (80) of hydroureter and hydronephrosis encount- 
ered in the cases of prolapse of the uterus with cystocele, 
it is fair to conclude that there is an important etiologic 
relationship between the two conditions. There can be no 
question as to the secondary effects produced upon the kid- 
neys by long standing uterine prolapse. 

The need for early operations to correct descensus and 
genital prolapse must be recognized. Pessaries in inoperable 
cases offer relief of the prolapse itself and also save the 
kidneys from secondary damage. ' 

In advanced, neglected cases it becomes all the more im- 
portant to take measures to study and conserve kidney 
function before undertaking operative correction of the 
prolapse. Greater attention to phenolsulphonephthalein and 
indigo carmine output, to blood nitrogen retention, etc., may 
indicate the extent of kidney damage. Simple testing of 
the capacity of the renal pelvis and ureter by the use of 
sterile water alone will be sufficient to determine the degree 
of ureteral dilatation. The injection of sodium iodide or of 
sodium bromide in solution will be reserved for doubtful 
cases, and one ureter will be adequate for the demonstration. 

Finally, it may be well, when undertaking established 
operations for the cure of uterine prolapse or in planning 
newer methods, to consider the relief of the ureter and 
kidney dilatation. Postoperative urologic examination will 
ultimately indicate the best procedure to be adopted in these 
cases. At the present time it may be stated that ventro- 
suspension along with the vaginal plastics would meet these 
requirements. Care should be taken, however, to avoid too 
high elevation of the uterus. 

Inasmuch as the cystocele plays an important part in the 
production of the ureter dilatation it is clearly an indication 
for early operative correction. 


Borderline Conditions and the Specialist. Rosert T. 
FRANK, Denver, Col. Colorado Medicine, January, 
1924. 

The gynecologist is bound to see functional derangements 
of menstruation frequently. If he is wide awake he will 
recognize beginning pulmonary tuberculosis, anemia, and 
more advanced degrees of thyroid, pituitary and ovarian de- 
rangements which can produce amenorrhea. Even more 
frequently he will see early conditions of thyroid, pituitary 
and ovarian trouble which cause menorrhagia and metror- 
rhagia. By recognizing the cause he will save patients 
from unnecessary curettage or more radical measures. 

A Case of Early Ovarian Pregnancy. (Un Cas De Gros- 
sesse Ovarienne Jeune). M. Brouna Gynécologie et 
Obstétrique, 1923,.18: No. 4, 335. 

A multipara aged 24 years, ten days overdue, was seized 
with abdominal cramps and fainting. Twelve hours later 
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laparotomy’ was performed. The posterior cul-de-sac was 
filled with blood. The source of the hemorrhage was a small 
elevation on the left ovary. Resection of the affected part 
of the ovary was done. Uneventiul convalescence. The 
ovum was very young, much degenerated and almost super- 
imposed on the corpus luteum. 


The Treatment of Cardiopaths in Pregnancy and Labor. 
W. C. DanrortH, Evanston, Ill. Surgery, Gynecology 
and Obstetrics, December, 1923. 

The functional capacity of the pregnant woman’s heart 
should be considered as early in pregnancy as possible. 
The aid of the internist in this and other things is of 
the greatest value. Immediate attention must be given 
to any evidence of overstrain of the heart. Of the 
lesions commonly seen, mitral stenosis and myocarditis 
are by far the most to be dreaded. Delivery by the 
natural passages is ordinarily preferable, aided by mor- 
phine in the first stage and operative delivery if needed 
in the second stage. Cesarean section is, as a rule, not 
the best treatment for women with decompensated 
hearts. 


The Treatment of Tuberculosis of the Male Genitalia and 
of Chronic Nonspecific Epididymitis. (Uber die Be- 
handlung der ménnlichen Genitaltuberkulose und der 
chronischen unspezifischen Epididymitis.) E. ScHWARz, 
Rostock. Archiv fiir, Klinische Chirurgie, Volume 127, 


1923. 

When there is difficulty in determining whether a 
given case of epididymitis is due to tuberculosis or to 
some nonspecific infection, it is always advisable to re- 
move a specimen of tissue for examination. If tuber- 
culosis is not found, it is only necessary to incise and 
drain, excise the abscess membrane, reserving for the 
extreme cases an epididymectomy. When the testicle 
and vas deferens are the seat of abscess, they must be 
removed in any case. 

Unilateral orchidectomy should be considered the 
normal method, since reinfection in the other side occurs 
in tewer instances than after epididyymectomy. Good re- 
sults are reported after epididymectomy in young indi- 
viduals, but results in the long run may not be as good, 
and it is advisable to employ it only when incision of the 
testicle reveals normal tissue, or in cases of recurrence 
of the disease in a case in which unilateral orchidectomy 
on the opposite side was previously performed. Epi- 
didymectomy may have a beneficial effect on a remain- 
ing diseased testicle. There is no advantage in extirpat- 
ing the seminal vesicles of the operated side, since this 
does not prevent further spread. Climatic and light 
cures may be used to advantage in conjunction with sur- 
gery. In cases of bilateral tuberculous epididymitis the 
method of treatment to be employed is unilateral orchid- 
ectomy and epididymectomy on the other side, while 
castration is to be avoided if possible. 


Recurrent or Habitual Dislocation of the Shoulder-Joint. 
A.S. BLuNnpELL BANKart; England. The British Med- 
ical Journal, December 15, 1923. 

Bankart asserts that the accepted notions of the patho- 
genesis and pathology of habitual dislocation of the shoulder 
are incorrect and that the two types of operation commonly 
performed, viz., diminishing the size of the capsule, and 
supporting its lowest portion by muscle transplantation 
(Clairmont and Ehrlich), are therefore also wrong and are 
helpful only insofar as they produce a limitation of mo- 
tion. Ordinary dislocation of the shoulder is caused, he 
says, by a fall on the abducted arm; the neck of the hum- 
erus impacts against the acromion and by leverage the head 
is forced through the lowest, weakest part of the capsule 
between subscapularis and triceps. But the dislocation 
which afterwards becomes recurrent is caused by a fall 
either directly on the back of the shoulder or on the elbow 
which is directed backwards and little, if at all, outwards. 
The head ef the humerus is forced out of the joint not by 
leverage but by direct drive from behind. It shears off 
the fibrous capsule of the joint from its attachment to the 
fibro-cartilaginous glenoid ligament. The detachment occurs 
over practically the whole of the anterior half of the 


glenoid rim; and this detachment remains as a permanent 
defect. 

This lesion Bankart has demonstrated at operation in 4 
consecutive cases. The exposure is by the following technic: 

A small pillow or sandbag is placed beneath the scapula, 
so as to keep it forwards. The arm lies on the table by 
the patient’s side, and it is rotated inwards, so as to relax 
the pectoralis major. The incision extends from upper 
border of clavicle above the coracoid process downwards 
and outwards about five inches. The deltoid and pectoralis 
major are separated, and the coracoid process and the three 
muscles attached to it (pectoralis minor, biceps, and coraco- 
brachialis) are defined. The coracoid process is divided 
and drawn downwards with the three muscles attached to 
it. Lastly, the tendon of the subscapularis is divided close 
to its insertion, and this muscle is retracted inwards. The 
damaged area is now fully exposed. Internally one sees 
the neck of the scapula with the fibro-cartilaginous glenoid 
ligament lying upon it. This ligament has usually been torn 
up a little way trom the glenoid margin, so that it appears 
as a iree edge lying upon bare bone. Running from above 
downwards over the joint cleft is usually to be seen a band 
of fibrous tissue which represents the iree edge of the 
capsule which has been torn from the glenoid ligament. 
The mechanism of the recurrent dislocation can now be 
easily demonstrated, for on taking hold of the arm and 
pushing its upper end forwards, the head of the humerus 
can be made to pass freely over the anterior edge of the 
glenoid cavity. 

The joint defect is repaired by interrupted sutures of 
silkworm gut passed between the free edge of the capsule 
and the glenoid ligament. It is well to freshen the bone 
on the neck of the scapula, so that the glenoid ligament 
may adhere to it. Having repaired the joint defect, the 
divided subscapularis tendon is reunited, the detached por- 
tion of the coracoid process is sutured in place, and the 
wound is closed. The arm is kept at rest for four weeks, 
and then active and passive movements are begun and per- 
sisted in until the movements of the joint are normal. 

Of Bankart’s 4 cases, 3 recovered full movement and 
have had no recurrence of the dislocation. The fourth, 
an epileptic, had some limitation of abduction two months 
after operation, due to neglect of after-treatment. 


Congenital High-Scapula, With Which Is Included A 
Consideration of Brevicollis. Davin M. Greic, Edin- 
burgh, Scotland. Edinburgh Medical Journal, January, 
1924. 

This is an interesting study of congenital elevation of 
the scapula and of associated adjacent abnormalities, in- 
cluding especially an excellent description of “brevicollis”, 
with several illustrations and bibliography. Concerning 
the treatment oi congenital elevation of the scapula, 
Greig says: 

It only the extreme of upward movement of the limb 
which is impdired, and so the deformity does not interfere 
with ordinary wage-earning capacity. ‘There is reason to 
believe that free, active systematic movements of the af- 
tected limb in childhood and youth may diminish the up- 
ward restriction. Should operation be decided on it 
would have to be undertaken in early infancy before the 
scapula becomes too fixed; but probably the only cases 
suitable for surgical interference are those with an omo- 
vertebral connection, and excision of the connecting 
structure should be neither difficult nor dangerous. 
Doubtless by a very free division of muscles, with or 
without removal of part of the scapula, an immediate 
displacement of the scapula towards its natural position 
may be accomplished, but the replacement of healthy 
structures in infancy by a mass of cicatricial tissue calls 
for very careful consideration, if not for actual condemna- 
tion. 


The Treatment of Acute Osteomyelitis. A. J. Ocusnen, 

Chicago. California State Journal of Medicine, Janu- 
ary, 1924. 

Splitting of the periosteum over the entire area over which 

the bone is tender upon pressure and at least 2 or 3 cm. 

above and below is the treatment that should be instituted 


at 

An 
ten 
tive 

wh 
tiss 
inci 
free 
mat 
lars 

in 
dre: 
no 

this 

a 
tion 
pati 

occ 

hop 

it v 

cru 

ext 
be i 
tion 
ther 
tend 
gous 

wit 
and 
cure 

A 
acut 

the 
or s 
Ru 

A 
fore 
piece 
whic 

nati 
| ing 
tend 

of t 
mall 
age. 
or te 

The 
curs 
| Thus 
patel 
othe 

A 

ence 
creas 
the 1 

is a 
in St 
back 
direc 
that 
dege 
Tr 

whe 
quad 
plant 
is re 
The 
| 
mani 


Vor. XXXVIII, No. 2 


Book REvIEws. 


AMERICAN 45 
JouRNAL OF SURGERY 


at once upon making a diagnosis of acute osteomyelitis. 
And the diagnosis should be made at once upon finding 
tenderness over the bone upon pressure. 

No time should be wasted with x-ray plates, and a nega- 
tive result should never prevent an immediate operation, 
which should never go beyond splitting all the overlying 
tissues through the periosteum down to the bone. The 
incision should always be very free, so that there can be 
free escape of lymph which will carry with it the infectious 
material. This can be increased by the application of a 
large dressing wet with a saturated solution of boric acid 
in hot water covered with oiled silk or other impermeable 
dressing. 

As a rule, the operation for acute osteomyelitis should go 
no further than the free splitting of the periosteum because 
this will stop the progress of the disease, and many times 
a portion of bone which appears to be in a hopeless condi- 
tion will recover entirely or in part if left in place. These 
patients are often extremely ill and many deaths have 
occurred from the shock of an extensive operation. 

Even in cases in which a large portion of a bone is in a 
hopeless condition at the primary operation, if left in place 
it will serve as a splint for the development of an involu- 
crum, which will in turn replace the bone and leave the 
extremity in a very much better condition than it would 
be if the dead bone had been removed at the original opera- 
tion. Rarely, an exception may be made in a case in which 
there is only a very small circumscribed point of severe 
tenderness. In these rare cases one may use a very sharp 
gouge after incising and reflecting the periosteum and then, 
without traumatizing the bone, cut out the overlying bone 
and carefully evacuate the small abscess with a sharp 
curette. 

After the patient has recovered from the operation for 
acute osteomyelitis, try to determine the primary location of 
the infection (infected tonsils, or infected roots of teeth 
or sinus infection, chronic furunculosis or chronic acne). 


Rupture of the Patellar Ligament. (Die Zerreiszung des 
Kniescheibenbandes.) Hipener, K6nigsberg. Ar- 
chiv fiir Klinische Chirurgie, Volume 125, 1923. 

A great percentage of fractures occurs through a pulling 
force. If a small piece of bone is torn from a bigger 
piece of bone then it may be called a_ tearing-fracture 
which occurs not by a pulling force alone but by a combi- 
nation of this force and flexion. The indirect force lead- 
ing to fracture works by means of muscle, ligament, and 
tendon, as in the tearing fractures of the patellar ligament, 
of the olecrenon, of the os calcis, and of the internal tibial 
malleolus. They occur mostly in people 30 to 50 years of 
age. That usually the bone and not the attached muscle 
or tendon is torn is due to its lesser elasticity and strength. 
The opposite, that is tearing of the muscle and tendon, oc- 
curs as a rule in older people with deteriorated tissues. 
Thus it is true that only in old people the ligamentum 
patellae or the extensor quadratus muscle is torn, while 
otherwise, the rule is that the patella is broken. 

A torn patellar ligament may be diagnosed by the pres- 
ence of a depression below an intact patella which is in- 
creased by contraction of the extensor quadratus, and by 
the loss of active extension. The mechanism of the rupture 
is a sudden tremendous extension of the quadratus muscle 
in straightening the body in an effort to prevent falling 
backward. Report of rupture of the ligament through 
direct force is very infrequent in the literature. Affections 
that tend to cause a rupture of muscle or tendon are fatty 
degeneration, chronic articular rheumatism, and tabes. 

Treatment consists of suturing the torn ligament, or, 
when necessary, a plastic repair utilizing the extensor 
quadratus. the semitendinosus, the biceps, or fascia trans- 
plants. Conservative treatment with the leg in extension 
is reserved for the very old and feeble. 


The Treatment of Congenital Talipes Eauino-Varus. 
Navucuton Dunn, England. The British Medical 
Journal, December 22, 1923. 

Treatment of congenital equino-varus should be com- 
menced at the third or fourth week. Repeated severe 

Manipulation of the foot will be necessary to overcome 


the inversion and adduction of the foot. Fixation in 
the position of correction obtained. 

When the adduction and inversion have been corrected 
it will usually be necessary to elongate the tendo Achillis 
to complete the correction of the equinus deformity. 
Other surgical measures must be adopted unless full 
true correction of the deformity has been obtained by 
manipulation and elongation of the tendo Achillis. Divi- 
sion of the tibialis anticus is not necessary and may lead 
to subsequent cavus deformity of the foot. 

We should insist on descent of the os calcis by division 
or elongation of the tendo Achillis if necessary, but we 
should realize that prolonged dorsiflexion of the ankle 
may lead to a non-union of this muscle with a subsequent 
calcaneo-cavus deformity. 

In cases where simpler measures fail, a good perma- 
nent result may be obtained by a resection of the mid- 
tarsal and subastragaloid joints. 


Book Reviews 


Surgery of the Spine and Extremities. A Text Book for 
Students and Practitioners. By R. Tunstatt TAaytor, 
B.A., M.D., F.A.C.S., Professor of Orthopedic Sur- 
gery in the University of Maryland and College of Phy- 
sicians and Surgeons; Orthopedic Surgeon to the Uni- 
versity and Saint Agnes Hospitals; Surgeon in Chief 
to the James Lawrence Kernan Hospital for Crippled 
Children; Consulting Orthonedic Surgeon to Saint 
Joseph’s Hospital; Visiting Orthopedic Surgeon to the 
Hospital of the Women of Maryland; Lately Lieutenant 
Colonel, Medical Corps, U. S. Army and Chief of Or- 
thopedic Service, U. S. A. General Hospital No. 2, 
Fort McHenry, Maryland, etc. Octavo; 550 pages; 604 
illustrations. Philadelphia: P. BLAKiston’s Son & Co., 
1923. 

This is, in effect, a text-book of orthopedic surgery. As 
such, we commend it for study supplementary to a larger 
treatise such as Whitman’s or that of Jones and Lovett. 
It contains much useful information and advice and presents, 
moreover, the viewpoints and methods of an experienced and 
accomplished orthopedist. The importance of technic is 
emphasizéd, fully one hundred pages being devoted to this 
subject. The uses of the Bradford and Balkan frames are 
fully gone into. 

Of spinal affections, Pott’s disease is given a very full 
presentation. Overcorrection in hyperextension is lauded. 
I-1000 mgm. of tuberculin T. R. once weekly is given as a 
routine. 

In this connection the general hygienic methods might be 
still more emphasized. 

Normal and faulty postures in children are excellently 
described, illustrated and discussed; and the chapter dealing 
with lateral curvature is good. 

Of diseases of the extremities tuberculosis of the hip, 
coxa vara, congenital dislocation of the hip, diseases of the 
knee and flat-foot are the most satisfactory. The author 
condemns all arch supports in the last-named disorder. 

The last chapter is a very interesting one on Reconstruc- 
tion of the Hand, in which Taylor describes his technic of 
tenoplasty—a method based on the non-traumatizing technic 
of Sterling Bunnell, which he has modified both as to the 
tendon clamps and the introduction of the sutures. 

Discussing subdeltoid bursitis he says, “The x-ray gives 
no information and one must depend on the clinical data 
cited above.” We thought it was generally known that in 
a large percentage of subdeltoid bursitis cases the s-ray 
reveals a telltale subbursal calcareous deposit! “The clin- 
ical data cited” by Taylor are a very poor description of the 
signs and symptoms of this affection. The chronic variety 
usually recovers without radical treatment, yet Taylor says, 
“In the chronic variety, nothing short of radical excision 
of the entire sac is of avail.” That he can scarcely quite 


mean this is suggested by the amazing contradiction with 
which the sentence continues: “but such radical measures 
are rarely indicated.” 

The book has so many merits that we hope its author will 
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eliminate from the next edition some of its faults. We 
take it as a reviewer’s duty to call his attention to those that 
seem to us the most glaring: 

The text needs editing, for the composition is awkward 
and sometimes even ungrammatical. For example (p. 330): 
“The lordosis of Lumbar Pott’s [sic] with a history of spinal 
stiffness, pain, night cries, etc., coming on usually after 
infancy and of Muscular Dystrophy or Pseudo-Muscular 
Hypertrophy, as it is preferably called, have [sic] a shuf- 
fling gait somewhat suggestive of Congelital Hip Disloca- 
tion, but of a milder degree and the progressive loss of 
power in the latter case, [sic] dating usually from near the 
second decade of life, renders confusion unlikely!” We 
_ should say that such a sentence “renders confusion very 

likely.” 

The above illustrates not only the confusion that arises 
from faulty composition and bad punctuation, but also the 
author’s tendency to capitalize words unnecessarily. The 
following sentence (p. 26) is a more striking instance of 
this typographically displeasing tendency: ‘The Thomas 
Leg and Arm Splints.and Jones Rectangular Arm Splints, 
so much used for compound fractures in the War, are also 
types of Traction Apparatus for transport or ambulatory 
purposes.” 

As is done by many authors, the term tubercular is used 
throughout, where tuberculous is intended. There is a dif- 
ference, and to avoid confusion it is better to restrict the 
word tubercular to its proper meaning—relating to or 
marked by tubercles or nodules.” A tuberculous lesion 
may or may not be tubercular. Of course, there is no such 
word as fenestrum (frequently used in this book) ; and the 
pleural is fenestrae, not fenestra. 

Some of the line drawings are very crude and many of 
the photographs and roentgenograms are poor in quality or 
poorly reproduced. 

The index could be made much more useful by adopting 
a uniform system and by introducing general cross-indexing. 
For example, we find slipping patella indexed only under s; 
patella is not indexed at all. ; 

The publisher, too, might do better, next time, both in 
selection of a paper better adapted to the half-tone cuts 
and especially in not trimming the pages so close to the 
text. 

This is a very useful work and contains much sound 
teaching. If we have given more space to its faults than 
to its merits it is because we should like to see” something 
that is good made—as it no doubt will be made—much 


better. 


A Treatise on Orthopedic Surgery. By Royar Wuit- 
MAN, M.D., M.R.C.S., F.A.C.S., New York, Surgeon 
to the Hospital for: Ruptured and Crippled; Consulting 
Orthopedic Surgeon to the Hospital of St. John’s Guild, 
to St. Agnes’s Hospital for Crippled and Atypical Chil- 
dren, White Plains, to the New York Home for Des- 
titute Crippled Children, etc. Seventh Edition. Octa- 
vo; 993 pages; 877 engravings. Philadelphia and New 
York: Lea & FEBIGER, 1923. 

Whitman’s work is probably the most read American 
text-book on orthopedics. It deserves this popularity 
for it is a well-conceived and practical exposition of its 
subject, and it improves with each edition. 

There are three major surgical procedures with which, 
especially, the author’s name is associated, viz., his meth- 
od of treating fracture of the neck of the femur, astrag- 
alectomy, and, more recently, his “reconstruction oper- 
ation” for certain cases of ununited fracture of the neck 
of the femur and of arthritis deformans of the hip. The 
technics of these methods are described in considerable 
detail, which is not only pardonable but desirable, since 
one would naturally turn to this work for authoritative 
and precise instruction concerning them. With the new 
matter introduced are also new illustrations (there are 
over one‘hundred more than in the 1919 edition), and 
recent bibliographic references. The volume is thus 
enlarged about eighty pages. 

The final chapter, entitled “Collateral Orthopedic Sur- 
gery” is an expansion of the chapter on “Military Or- 
thopedics,” as it was called in the preceding edition. It 


deals with some miscellaneous topics, especially nerve 
injuries, amputation stumps, certain fractures and their 
late results; and in it are described Whitman’s abduction 
method of treating fracture of the neck of the femur and 
his “reconstruction operation,” above referred to. That 
these topics should be thus considered in a sort of ap- 
pendix seems to us to be, if not a tacit acceptance of, 
at least a decided concession to the limitations of ortho- 
pedic surgery of a generation that is passing, rather than 
a forward-looking and comprehensive exposition of the 
orthopedic surgery (or as we would prefer to call it, 
the “skeletal surgery”) of the specialty that is develop- 
ing. We made the same criticism in our review of the 
— treatise by Jones and Lovett, recently pub- 
ished. 


A Text-Book of the Surgical Dyspepsias. By A. J. 
Watton, M.S., M.B., B.Sc. (Lond.), F.R.C.S. (Eng.), 
Surgeon (with charge of Out-Patients) London Hos 
pital; Late Surgeon, Poplar, Greenwich and Evelina 
Hospitals; Late Hunterian Professor Royal College of 
Surgeons. Octavo; 728 pages; 272 illustrations and 2 
colored plates. London: Epwarp Arnotp & Company, 
New York: LoncmMans, Green & CoMPANY, 1923. 


The term “dyspepsia” is one that is rarely used in this 
country in medical circles. It has mostly a lay usage 
meaning loosely “stomach trouble.” Even in Walton’s book 
it is used loosely, to include any disease that causes distress 
which arises from the abdominal cavity, not including the 
pelvic organs. Under this head we find mostly the varieties 
of gastric disturbances, intestinal disturbances insofar as 
a differential diagnosis is essential, lesions of the biliary 
tract, lesions of the pancreas, appendix dyspepsia, and vis- 
seroptosis. These diseases are considered diagnostically, 
pathologically, and surgically. 

In general it may be said that the book is good. The 
author agrees in the main with the procedures in favor in 
America. He advises operation in cases of acute ulcer of 
the stomach and duodenum only in the presence of a grave 
complication, but in chronic ulcer he believes that surgery 
is the only method of treatment, since attacks recur again 
and again, which is upheld by the lack of pathological evi- 
dence that a chronic ulcer can ever heal completely. His 
operation of choice is gastro-enterostomy, infolding of the 
ulcer, and occlusion of the pylorus. In gall-bladder disease 
the operation of choice is cholecystectomy. 

Walton does not mention the work in the surgery of the 
stomach that is being done by contemporary surgeons on the 
European continent, notably Finsterer, Haberer, and 
Schmieden. He seems almost consciously to avoid referring 
to their work which in gastric surgery is tremendous. The 
drawings in this book are in general very poor, particularly 
of pathological and histological specimens in which they are 
truly artless aids. 

X-ray examination and diagnosis should occupy a greater 
portion than it does in a discussion of diseases which de- 
pend upon it so much for diagnosis. 


Diagnosis and Treatment of Acute Abdominal Diseases. 
Including Abdominal Injuries and the Complications of 
External Hernia. By JosepH E. Apams, M.B., M.S. 
Lond., F.R.C.S. Eng.; Surgeon to St. Thomas’ Hos- 
pital; Senior Surgeon, East London Hospital for Chil- 
dren; Late Hunterian Professor, Royal College of Sur- 
geons of England. Second Edition. Octavo; 558 pages; 
47 figures. New York: Witt1am Woop & Company, 
1923. 

Under the head of acute abdominal diseases are included 
affections of the pelvic female genitalia and external hernia 
as well as the surgical conditions found in the abdominal 
viscera. Diagnosis and description of the disease make up 
the major portion of the book, while surgical treatment in 
general is inadequately described. In particular, intestinal 
obstruction, appendicitis and diseases of the pancreas are 
well treated. 

Description and diagnosis of acute diseases of the abdo- 
men is a heroic task. Analysis of the description of most 
conditions will reveal pain, vomiting, and constipation as the 
most nearly constant symptoms. Differential diagnosis pre 
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sents fine shades which, we believe, cannot be learned from 
the printed word, but rather by bedside attendance under 
experienced physicians. Even so, the differences will be 
grasped only by those with a clinical sense. The best a book 
can do in the field of acute abdominal diseases is to list and 
describe academically the causes of pain, vomiting and con- 
stipation, and in this the book is successful. 


Les Ulcéres de l’Estomac et du Duodénum. Diagnostic 
Clinique Radioscopique et Radiographique. Par les 
Drs. Enriquez, médecin de l’hopital de la Pitié, et 
Gaston Duranp, assistant de consultation des maladies 
de l’Appareil digestif 4 I’hdpital de la Pitié. Duo- 
decimo; 184 pages; avec 8 planches en héliogravure. 
Paris: MAsson ET CIE, 1924. 

The French school is not as dogmatic as the Anglo- 
American as regards the importance of the clinical history 
in determining a diagnosis in questionable cases of gastric 
and duodenal ulcers. It places little weight upon it, stating 
that there is no specificity of symptoms of the ulcer itself 
but only of its complications. The diagnosis and localiza- 
tion of ulcer depend finally upon the x-ray examination 
and, indeed, the first part of the book is a preface to the 
roentgenological consideration of. ulcer which comprises 
most of the book. Many plates from roentgenograms illus- 
trate the most frequent locations and types of ulcers de- 
scribed in the text. These plates are in heliogravure which 
is similar in effect to our rotogravure prints. 

The book is one of a series which deals with the various 
branches of medicine and surgery which are in no way com- 
plete but are rather indicators in the respective fields. 


Biologie und Pathologie des Weibes. Ein Handbuch der 
Frauenheilkunde und Geburtshilfe. Herausgegeben von 
Joser Hazan, Wein, und Lupwice Sertz, Frankfurt a 
M. Lieferung 2. Octavo; 288 Seiten; 116 Abbildungen 
im Text. Geschichte der Gynakologie. Von Priv.- 
Doz. Dr. I. Fiscuer, Wien; Normale Entwicklungs- 
geschichte der weiblichen Geschlechtsorgane des Men- 
schen. Von Proressor Dr. W. Luzoscu, .Wiirzburg. 
Berlin und Wien: Ursan & SCHWARZENBERG, 1923. 

Two installments of Halban and Seitz’s “Biology and 
Pathology of the Female” have appeared. The work is an 
ambitious undertaking and is to consist of eight volumes 
when completed. Among the seventy-five authors are almost 
all of the well known German and Austrian gynecologists 
and obstetricians of the younger set. 

The first installment of 464 pages contains five sections. 
Halban takes up the general introductory. Polano describes 
the technic of conducting gynecological examinations. K6h- 
ler deals with pharmacology in its special application to 
women’s diseases. Much space is devoted to organotherapy. 
Lindig discusses the subject of protein therapy which is 
receiving special attention in Europe. Seitz covers x-ray 
and radium therapy as used in gynecology. 

Installment two, containing 288 pages, consists of two 
articles : 

Fischer of Vienna devotes 202 pages to the history of 
gynecology. His systematic résumé is well written. He 
ends with the beginning of the nineteenth century, no men- 
tion of McDowell or American pioneers being made. 

Lubosch of Wiirzburg describes the embryology of the 
female sex organs. He closely follows Felix’s work, which 
appeared in Keibel and Mall and in Hertwig’s Embryology, 
using many of Felix’s illustrations. 

The bibliography throughout could be improved both as 
to scope and accuracy of quotation. 

This work promises to be of much importance. 


Handbuch der Cystoskopie. von Dr. Leoporp Casper, 
o. 6. Professor an der Universitat Berlin, 5. verbesserte 
Auflage. Mit 170 Textabbildungen und 12 Tafeln in 
Vierfarbendruck: Leipzig: Grorc THIEME, . 1923. 

This is the fifth edition of Casper’s classical monograph. 

The presentation, as heretofore, is simple, clear, based almost 

entirely on a huge and long continued personal experience, 

and hence, is a trifle narrow and dogmatic. The Pawlick- 

Kelly method of endoscopy is dismissed as antiquated, and 

direct cystoscopy in the male is decried as purely theoretic. 

No American modifications of instrmnents are described, all 


models, according to the author, being mere modifications of 
three basic models namely the Nitze, Casper and Albarran. 

A most thorough chapter on optics is contributed by v. 
Rohr. For distending the bladder Casper employs 1:5000 
mercury oxycyanate. He warns against cystoscopy in hy- 
pertrophied prostate cases because of the frequent develop- 
ment of cystitis, prostatitis or epididymitis after the inter- 
vention. Yet cystoscopy may be the sole means of dis- 
covering an intravesical middle lobe, or recognizing an arte- 
riosclerotic fibrosis of the detrusor muscle. 

In determining the functional capacity of the kidneys, 
Casper relies on the analysis of the separated urines, es- 
pecially on the urea, indigocarmin, phloridzin and Beckmann 
freezing point test. The Ambard quotient is subjudice. 
The newer blood chemistry appears not to be used by him. 

A special chapter is devoted to cystoscopy in the female. 
Hunner’s ulcer is not mentioned. Another chapter deals 
with the employment of #-rays in cystoscopy. For pyelog- 
raphy Casper uses 20-25% sodium bromide. He does not 
advocate pneumoperitoneum but obtains excellent pictures 
with perirenal pneumoradiography. 

Of great value in this book are the numerous unretouched 
photographic views of every variety bladder conditions, 
and the seventy-two drawings of conditions as seen through 
the cystoscope. 


Progressive Medicine. A Quarterly Digest of Advances, 
Discoveries and Improvements in the Medical and Sur- 
gical Sciences. Edited by Hopart Amory Hare, M.D., 
LL.D.; Professor of Therapeutics, Materia Medica 
and Diagnosis in the Jefferson Medical College, Phila- 
delphia; Physician to the Jefferson Medical College 
Hospital, etc., assisted by LricHton F. AppLeMAN, 
M.D., Instructor in Therapeutics, Jefferson Medical 
College, Philadelphia; Ophthalmologist to the Freder- 
ick Douglass Memorial Hospital and to the Burd 
School, etc. Volume IV. December, 1923. Diseases 
of the Digestive Tract and Allied Organs, the Liver, 
Pancreas and Peritoneum, Diseases: of the Kidneys, 
Genito-Urinary Diseases, Surgery of the Extremities, 
Shock, Anesthesia, Infections, Fractures, Dislocations 
and Tumors, Therapeutics. Octavo; 430 pages. Phila- 
delphia and New York: Lea & Fesicer. 

No physician in general or special practice can aspire to 
even ordinary information in the practical field of medi- 
cine without recourse to digests. 

Progressive Medicine from year to year offers what the 
reviewer believes to be the best compend of annual prog- 
ress in the English language. In the present volume, the 
chapter on Therapeutics offers an efficiently edited review 
from the constructive pen of Dr. Landis. 


Handbook of Surgery. By Gerorce L. Curene, M.B., 
C.M., F.R.C.S. (Ed.). Surgeon, Edinburgh Royal In- 
firmary ; Senior Lecturer and Examiner in Clinical Sur- 
gery, Edinburgh University; Examiner in Surgery and 
Clinical Surgery, Royal College of Surgeons, Edin- 
burgh, etc. Duodecimo; 592 pages; 109 figures. New 
York: Witt1am Woop & Company, 1923. 

This book was written “for those who have not time to 
study the larger text-books.” One cannot expect in a small 
volume such as this much more than a sort of bird’s eye 
view of surgery. 


Die Chirurgie des Anfangers. Vorlesungen Uber Chirur- 
gische Propadeutik. Von Dr. Greorc AxHAUuUSEN, A. O. 
ProFessor fiir Chirurgie an der Universitat Berlin. 
Octavo; 443 Seiten; 253 Abbildungen. Berlin: Jutius 
SPRINGER, 1923. 

The course of instruction which Axhausen has delivered 
for several years to students in the Chorité in Berlin is 
given in this book. It is divided into three sections; (1) 
general surgical fundamentals, (2) special surgical exam- 
ination, and (3) the principles of operative surgical treat- 
ment. 

Without hesitation or reservation, this is the best textbook 
in surgery for students that the reviewer has seen. Its 
virtue lies in the author’s realization that the important 
thing, particularly for the beginner, is to learn funda- 
mentals in surgery, the most important of which lie in 
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surgical pathology. The preponderance of space and at- 
tention given to fundamental principles especially to surgical 
pathology, rather than, as in most other text-books, to purely 
clinical and operative surgery which the student need not 
really learn until quite advanced, make Axhausen’s book 
ideal for beginners as well as for the instructor who maps 
out a course for them. 


Diagnostische und Therapeutische Irrtiimer und Deren 
Verhiitung. Herausgegeben von Pror. Dr. J. SCHWALBE, 
Geh. San.-Rat in Berlin. Elftes Heft. Verletzungen 
und Chirurgische Krankheiten der Unteren Ex- 
tremitat. Von Professor Dr. Erich Sonntac, Vor- 
stand des Chirurgisch-poliklinischen Instituts der Uni- 
versitat in Leipzig. Octavo; 205 seiten; 25 textabbil- 
dungen. Leipzig: Grorc THIEME, 1923. 

“Diagnostic and Therapeutic Errors and Their Preven- 
tion” as the title of the system of surgery of which this is 
a section, is misleading. The book is really a consideration 
of the surgical affections of the lower extremity from hip 
to toe. The surgical pathology and therapy of these dis- 
eases are scantily treated, but the clinical aspect is entered 
into more fully, particularly as regards description of the 
diseases and differential diagnosis. The field of orthopedic 
surgery is covered as well as that of general surgery. The 
section on diseases of the hip is especially commendable for 
completeness of description and differential diagnosis. 
There is a very evident lack of illustrations. 


The New Dietetics. A Guide to Scientific Feeding in 
Health and Disease. By Jonn Harvey-Kettoce, M.D., 
LL. D., F.A.C.S. Revised Edition. Octavo; 1021 pages. 
Battle Creek, Michigan: THE Mopern Pus- 
LISHING Co., 1923. 

Almost encyclopedic in its scope is this volume on food 
and nutrition. The food elements and the digestive pro- 
cesses are comprehensively presented with sufficient em- 
phasis on the more recent work on intestinal motility and 
the chemistry of absorption. The subject of hunger and 
thirst is made interesting by the citation of considerable ex- 
perimental work. 

In discussing food metabolism, the author presents several 
excellent height-weight and food-requirement tables, based 
largely on the work of Du Bois as well as the result of ex- 
tensive observations on the part of insurance companies. 

A clear and thoroughly interesting chapter is devoted to 
the subject of the vitamines, aided by numerous instructive 
tables. The major part of the volume deals with individual 
foods, their constituents, and their place in the diet. The 
author frequently exhibits a tendency towards, perhaps, a 
too sweeping condemnation of certain foodstuffs and bev- 
erages, e.g., coffee and tea, an attitude which is not entirely 
in accord with the experimental work and experience of 
many others. 

The second division of the book is devoted to medical 
dietetics. The common dietetic errors are explained and 
rational corrective measures are presented. The discussion 
of the recent work on intestinal toxemia and auto-intoxica- 
tion throws no new light on this difficult subject. The 
chapter on the tests of nutritive functions enumerates both 
the obsolete and modern methods of examination. The 
author then offers a vast assortment of dietaries and 
regimens to meet every conceivable condition, and in his at- 
tempt at completeness and thoroughness, apparently neglects 
the all important factor of individual variation. Fortunate, 
indeed, would we be were we to solve our dietary problems 
by rule of thumb. 

A fair presentation of the diet in digestive disorders fol- 
lows, and represents the experience of many years in their 
management. In a well arranged chapter on the diet in 
disorders of nutrition, the author gives due emphasis to the 
role of the endocrines. In dealing with diabetes, the work 
of Allen, Joslin and Newburgh and Marsh are reviewed 
in turn and a timely discussion of insulin is appended. The 
text is profusely provided with valuable tables for use in 
diabetic diets, both with and without insulin therapy. The 
dietary handling of the arthritides, nephritides, arterial dis- 
ease and chronic infections and an extensive chapter on 
infant feeding are presented in turn. Many tables on the 
composition of food-stuffs and the arrangement of menus 
complete the volume. 


The volume is thoroughly readable and contains a large 
assortment of very valuable tables; it. suffers only from its 
tendency towards dogmatism and empiricism. 


Hygiene of the Voice. By Irvinc Witson VoorHEEs, 
M.S., M.D., Fellow of the New York Academy of Med- 
icine; Assistant Surgeon, Manhattan Eye, Ear and 
Throat Hospital; Adviser to Singers of the Metropoli- 
tan, Chicago and Century Opera Companies; etc. Small 
octavo; 212 pages; illustrated. New York: THe Mac- 
ComMPANY 1923. 


The book is intended to serve a double purpose: to con- 
vey to singers—pupils, teachers and artists— indispensable 
advice as to development and maintenance of a successful 
vocal career; and to acquaint the physician with the vocal 
complaints more common and peculiar to professional singers 
who are alleged to be patients with a “psychology of their 
own”. It is therefore written for patient as well as physi- 
cian; with the result that at times it is too technical for the 
former, while frequently it is too elementary for the latter. 

The author, however, very justly discusses some impor- 
tant problems which subserve the vocal interests of the 
singer. The “close cooperation between voice teacher and 
voice specialist” repeatedly emphasized deserves thorough 
consideration. A more frequent appeal from the vocalist to 
the laryngologist for his assistance in many vocal troubles 
will often lead to the discovery of the causative factor. 

The reader will be interested in the physiology of the 
various modes of voice production as well as the perverse 
conditions acquired through faulty use of the voice either 
by his own peculiar habits or by bad instruction. The chap- 
ter on phonasthenia, or voice fatigue, offers information on 
a functional disorder of the voice very prevalent among 
singers and speakers. In this instance the author jystly ad- 
vocates that the voice specialist be also trained to under- 
stand voice production. To subject every pupil “to an early 
examination, not only of the nose and throat, but also of the 
general physical conditions before lessons are begun,” will 
meet with differences of opinion on the part of both teacher 
and physician. Though from an objective medical examina- 
tion of the pupil conditions may be found deviating from 
the normal, yet voice disorders may never appear or only 
so under disposing causes, such as faulty tone production 
and abuse of voice. 

In the section for the laryngologist, the author gives his 
experiences with singers in the treatment of such prevalent 
conditions as the catarrhs, vocal nodules, and hay fever, and 
offers good suggestions in their prophylaxis. 


Monographs on Physiology. The Physiology of Mus- 
cular Exercises. By the late F. A. Barnsrince, M.A.. 
M.D., Cantab., D.Sc, F.R.C.P., F.R.S. Professor of 
Physiology, University of London. Second Edition. 
Revised by C. V. Anrep, M.D., D.Sc. (Lond.) Senior 
Assistant in Physiology, University College, London. 

- London: Lonemans, GREEN AND Co., 1923. 


The second edition of this excellent monograph on mus- 
cular exercise is especially welcome, as it has been thor- 
oughly brought up to date by Dr. G. V. Anrep. 

The book is full of interest for physicians and surgeons, 
as the rapid exhaustion of the first edition proved, and is 
an authoritative statement on the matters of which it treats. 

The Chapters cover: The Sources of Muscular Energy; 
Respiratory Changes; The Output of the Heart; Blood 
Supply to Active Organs, Arterial Pressure; Passage of 
Oxygen into the Tissues; Coordinating Mechanisms; Train- 
ing; Effect of Altitude; Second Wind; Acclimatisation; 
Results of Exercise; Fatigue; Effort Syndrome and Over- 
Stress of the Heart. 


Die Blutkrankheiten in der Praxis. Von Proressor Dr. 
P. Morawitz. Wiirzburg. Duodecimo; 73 Seiten. 
Miinchen: J. F. LEHMAN’s VERLAG, 1923. 

This brief text by Professor Morawitz is a masterly 
presentation of the essential points involving blood diseases, 
written for practitioners. The original papers appeared in 
the Miinchener Medizinischen Wochenschrift, serially. 

The emphasis is largely clinical. Controversal topics are 
omitted. The book has a definite value for practitioners, 
and a translation into English should be welcome. 
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